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Introduction to the Portfolio: Volume 1
This portfolio contains work carried out over three years (2009-2012) for 
the PsychD in Clinical Psychology. This first volume contains three dossiers: 
Academic, Clinical and Research.
The Academic Dossier contains: a literature review, a professional issues 
essay, two reflective accounts based upon my experience of two different 
problem-based learning exercises, and summaries of two reflective process 
accounts based upon my experiences of being a member of a Personal and 
Professional Learning Discussion Group.
The Clinical Dossier contains: an overview of the clinical experiences 
gained from five different clinical placements across the three years of the 
clinical training programme, summaries of the four clinical case reports 
completed and a summary of the oral case presentation of clinical activity.
The Research Dossier contains: the Service Related Research Project 
(SRRP), abstract of the qualitative group project Major Research Project 
(MRP) and the research log checklist.
Volume 2 of the portfolio contains the completed Clinical Dossier, which 
contains the full versions of the four case reports and all paperwork related 
to each of the five clinical placements, including: placement contracts, 
logbooks of experience, and evaluation of trainee forms. This volume 
contains confidential work and is therefore kept separate from the first 
volume in a secure location within the Psychology Department of the 
University of Surrey.
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Introduction to the Academic Dossier
The Academic Dossier contains a literature review relevant to clinical 
practice and an essay with a focus on professional issues.
The Dossier also contains two accounts of my experience of problem-based 
learning exercises. The problem-based learning exercises were completed in 
the first and second years of the clinical training programme. Each exercise 
focused on areas relevant to clinical psychology including relationships to 
change, working with people with learning disabilities and taking a systemic 
approach clinical work.
Throughout the course of the clinical training programme, trainees 
participate in Personal and Professional Learning Discussion Groups 
(PPLDGs). Process accounts of my experience of being a member of this 
group were completed at the end of the first and second years of the clinical 
training programme. Summaries of these accounts are included in this 
dossier.
The Development of Research into the Role of Eye 
Movements in Eye Movement Desensitisation and 
Reprocessing for Post-Traumatic Stress Disorder
Literature Review
January 2009 
Year 1
Abstract
Eye Movement Desensitization and Reprocessing (EMDR) was developed 
by Shapiro (1989a, 2001) and was designed to facilitate the processing of 
distressing memories. It has since evolved into a standardised intervention 
for post-traumatic stress disorder (PTSD) that utilises elements from many 
different treatment approaches. EMDR has generated considerable debate, 
perhaps due to a lack of understanding of how it works. One aspect of 
EMDR procedure that has remained particularly controversial is the use of 
eye movements. Over the past twenty years there have been a number of 
studies investigating whether eye movements contribute to outcome in 
EMDR. Much of the research suffered from methodological flaws and 
therefore was inconclusive. More recently, researchers have begun to 
investigate why eye movements may be useful in EMDR by looking into 
possible psychological and neurophysiological mechanisms. This review 
provides an overview of research so far, including a description of two 
prominent theories of how eye movements might contribute to outcome in 
EMDR: the interhemispheric interaction account and the working memory 
account. Implications for clinical practice and future research are discussed.
Declaration of Position
I have limited clinical experience of post-traumatic stress disorder (PTSD) 
but have an interest in the subject at a professional and personal level. With 
my theoretical knowledge of PTSD, I take particular interest in Eye 
Movement Desensitization and Reprocessing (EMDR; Shapiro 1989b, 2001) 
as it has generated extensive debate. I felt it would be informative to review 
research on EMDR to try to provide clarity to an area which currently seems 
to be shrouded in confusion and to provide myself with a greater 
understanding of a subject area which will be relevant to my future clinical 
work. I have focused on the debate about the role of eye movements (EMs),
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as it is a relevant and current topic that has received much attention from 
researchers and clinicians. Much of this attention has been tainted with 
research fraught with methodological flaws, and our understanding of how, 
if at all, EMs contribute to therapeutic outcome is still limited.
Introduction
PTSD can occur following a major traumatic event and is defined in the 
Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV, 
American Psychiatric Association, 1994) as a pattern of symptoms 
developed in response to experiencing a traumatic event which involves 
actual or threatened death or injury to the self or another person. There are 
three symptom clusters encompassing re-experiencing of the event, 
avoidance of reminders of the event and physiological arousal. For a 
diagnosis of PTSD to be made, symptoms from the three clusters must be 
present for at least one month.
There are a number of treatments for PTSD, one of which is EMDR, an 
eclectic therapy incorporating a set of structured procedures and protocols. 
EMDR was developed by Shapiro (1989b) who accidentally discovered that 
moving her eyes rapidly from side to side appeared to reduce the emotional 
intensity of distressing thoughts. An advantage of EMDR is it involves less 
periods of intense exposure compared to alternative exposure based 
therapies for PTSD. There is no need for the client to describe the trauma as 
the procedure involves the client holding it in mind rather than verbalising 
their experience.
EMDR has generated considerable debate, perhaps due to a lack of 
understanding of the psychological and physiological mechanisms 
underlying the efficacy of EMDR. However the National Institute for 
Clinical Excellence (NICE, 2005) has recommended EMDR as a treatment 
for PTSD and over one hundred thousand clinicians have been trained in 
EMDR (Maxfield, 2007). Many researchers and clinicians are sceptical 
about EMDR despite that it is now considered an established treatment for
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PTSD and has been shown to be at least as good as other therapies (e.g. 
Bisson and Andrew, 2007). Part of this scepticism may be due to 
uncertainty around whether EMs are an active ingredient of the treatment 
process.
One of the distinctive elements of EMDR is the use of a dual attention (DA) 
task which involves the client focusing on part a traumatic memory whilst 
concurrently engaging in an external task, for example EMs. Rhythmic, 
bilateral, saccadic EMs were described as the ‘crucial component’ of EMD 
(Shapiro, 1989b, pp.220). However EMDR procedures were expanded and 
Shapiro (2001) now also advocates the use of other DA tasks such as 
bilateral hand tapping. A fervent debate amongst researchers is whether 
EMs contribute to outcome iri EMDR. As clinical psychologists, we must 
consider the ethics of using techniques we do not fully understand and be 
able to justify the methods we use with our clients. There are other forms of 
DA tasks that therapists can and do use. I feel we have an ethical 
responsibility to find out what is best practice and examining the role of 
EMs is a good start on this journey.
Method
Articles were initially identified by the use of search terms ‘EMDR’, 
‘PTSD’ and ‘EMs’ in relevant databases. Articles were retained if they 
specifically examined EMs or were relevant to the story of the development 
of the debate. This review focused only on those papers where EMDR was 
being used to treat PTSD. Further relevant articles cited in the literature 
were obtained. The literature was reviewed in order to tell the story of how 
the debate about EMs has developed over the past twenty years and to 
describe two current models of how EMs may contribute to outcome in 
EMDR. The research base is too large for this review to look in great detail 
at all the different accounts of the role of EMs, but it will give a clear, 
unbiased overview of the story so far with the aim of generating ideas for 
future research in this area.
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The Beginnings of EMDR
After her chance observation that EMs removed distressing memories, 
Shapiro experimented with EMs on volunteers and clients and developed 
Eye Movement Desensitization procedure (EMD, Shapiro, 1989b) which 
she later renamed EMDR (Shapiro, 2001). A case study of a client with 
PTSD (Shapiro, 1989a) and a controlled study of clients with PTSD 
(Shapiro 1989b) examining the efficacy of this procedure were published. 
Shapiro (1989b) administered one session of EMD to twenty two subjects 
who had experienced a variety of traumatic incidents and had a diagnosis of 
PTSD. She found that subjects’ anxiety levels decreased significantly and 
the appraised validity of a positive self-belief increased significantly, 
compared to a control group who received a procedure similar to flooding 
and did not show significant differences on either of the measures. These 
results were maintained at one and three month follow ups. Shapiro used the 
Subjective Units of Disturbance Scale (SUDS; Wolpe, 1982 as cited in 
Shapiro, 1989b) to measure levels of anxiety. This measure continues to be 
used throughout much research into EMDR for PTSD.
The results of Shapiro’s (1989a, 1989b) studies supported her hypothesis 
that EMs were related to the desensitisation of trauma memories. Shapiro 
(1989b) suggested that seventy five percent of individuals with a traumatic 
memory could be treated successfully (i.e. complete desensitisation of the 
memory) in one fifty minute session. Shapiro (1989a) suggested that 
between one and three individual traumatic memories could be treated in a 
single session of EMD. This may be enough to distinguish PTSD 
symptomatology, thus suggesting that one session of EMD may be 
sufficient to treat PTSD.
Shapiro’s Adaptive Information Processing Theory
Shapiro’s Accelerated Information Processing model, now called the 
Adaptive Information Processing Model (AIP; Shapiro, 2001) guides
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EMDR treatment and offers an explanation for the existence and recovery of 
trauma symptoms. According to this model, humans have an information 
processing system which processes our experiences and stores them in an 
adaptive state (Shapiro, 2002). Memory networks link the thoughts, images, 
emotions and sensations associated with experiences. New information that 
comes in is forged with material already stored in these networks. When 
someone experiences a traumatic event, information processing may be 
incomplete, and new information may not be adequately forged with more 
adaptive information that is held in our memory networks. Thus elements of 
experiences are stored as they were input, along with the distorted thoughts 
that are associated with them. Traumatic memories are isolated and not 
adequately integrated with other memory networks or semantic knowledge. 
External cues which are similar to the trauma experienced are able to trigger 
sensations and images from the traumatic event, so that the person re­
experiences feelings or bodily sensations. If these memories remain 
unprocessed, they become the basis of symptoms of PTSD (Shapiro and 
Maxfield, 2002). AIP theory hypothesises that symptoms may be eliminated 
when the memories are adequately processed and integrated. Shapiro (2001) 
proposed that EMDR can assist in processing the traumatic memories, and 
that forms of bilateral stimulation, such as EMs, could facilitate this 
processing.
EMDR Procedure
EMDR involves eight stages and Shapiro (2001) articulates the procedure in 
detail. A brief overview of the process will be presented here. In the first 
stage, the therapist takes the client’s history and assesses their readiness for 
treatment. Possible target memories to be processed are identified. In the 
second stage, the therapist prepares the client for therapy by ensuring the 
client has adequate methods of coping with emotional distress, for example 
stress reducing techniques.
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In stages three to six, target memories are processed. The client is asked to 
identify the most vivid image related to the memory, a negative belief about 
their self (for example, “I should have stopped him”), related emotions and 
physical sensations, and a preferred positive belief (for example, “there was 
nothing I could do to stop him”). The client, whilst concentrating on the 
traumatic memory, rates the intensity of the negative beliefs and emotions 
using SUDS. The perceived validity of the positive belief is also rated on a 
scale of one to seven, one being completely untrue, seven being completely 
true. Shapiro labelled this the ‘Validity of Cognition Scale’ (VoC; Shapiro, 
1989b).The therapist asks the client to focus on the targeted image, thought, 
emotion and sensations while engaging in twenty or thirty seconds of 
bilateral saccadic EMs, following the therapist's finger as it moves rapidly 
back and forth between the extreme right and left of their field of vision. 
These EMs are sometimes replaced with other DA tasks such as tapping or 
auditory tones on either side of the client’s body. Whilst engaging in the DA 
task, the client is instructed to just notice what happens. After each set, the 
client is asked to relax and just notice whatever comes to mind, reporting 
their current sensations, cognitions and emotions and providing a SUDS 
rating. This procedure is repeated until the SUDS rating decreases to zero or 
one. The focus then moves towards the ‘preferred’ cognition. The client is 
asked to think of the positive, preferred belief they identified whilst 
concurrently thinking of the incident. They again engage in a DA task and 
repeat this for several sets, until they gain greater confidence in this belief, 
usually measured by scoring a six or seven on the VoC scale. If a new 
memory begins to interfere, the whole procedure begins again, using this as 
the new target material. As the treatment progresses, associations to the 
target memory become positive, allowing the client to develop realistic and 
adaptive cognitions to be linked with that memory. Thus negative cognitions 
are processed and replaced with positive ones.
Stage seven involves the client documenting any trauma related material 
that arises over the course of a week. The final stage includes an evaluation
of the work and ensuring that all material has been processed adequately.
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Research Investigating the Effect of EMs on the Outcome of EMDR
Shapiro’s (1989b) initial study was criticised as having a small sample size, 
lack of diagnostic clarity and inadequate control conditions (Devilly et a l 
1998). Much of the early research into EMDR was inconclusive due to the 
wide variation in subjects used, lack of treatment fidelity across studies and 
lack of consistency as to how outcome was measured. However there have 
been more recent investigations into the efficacy of EMDR which have 
supported Shapiro’s initial conclusions that EMDR was effective and 
EMDR is now recommended in NICE guidelines as an intervention for 
PTSD (NICE, 2005). EMDR has been shown to be better than no treatment 
(e.g. Hogberg et a l 2007), as good as exposure therapy (e.g. Bisson & 
Andrew, 2007) and has been shown to be faster at being effective than other 
treatments for PTSD (e.g. Power et a l, 2002). For a review of efficacy 
literature on EMDR see Schubert and Lee (2009).
There was a small amount of early research providing evidence that EMs 
contribute to outcome in EMDR. Andrade et a l (1997) asked university 
students to think of neutral and negative images in a series of four 
experiments. Participating in a concurrent task (either EMs or spatial 
tapping task) decreased the vividness and emotional intensity of these 
images. Thus results supported the use of a DA task in EMDR, although did 
not provide support for the argument that EMs are a more effective means 
than other forms of task. Kavanagh et a l (2001) replicated the result that 
EMs and a tapping task carried out whilst holding a distressing image in 
mind decreased the vividness and emotionality of the image.
Van den Hout et a l (2001) investigated the effect of EMs on the vividness 
and emotionality of autobiographical memories on healthy volunteers. 
Recollections during and after engaging in EMs were less vivid and 
emotionally intensive than a finger-tapping condition and a condition 
involving no dual task, suggesting that EMs may be effective at reducing the 
vividness of memories. Wilson et a l (1996) reported that subjects receiving 
EMDR showed significantly more improvement on SUDs ratings than
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subjects who received EMDR where EMs were substituted with tapping, or 
EMDR with an eyes fixed condition. However, only half of the subjects 
met full criteria for PTSD.
Although initial studies provided some evidence that EMs contributed to 
outcome, there was also a research base which suggested that EMs were not 
essential in EMDR. Boudewyns and Hyer (1996) conducted a brief review 
of controlled studies in the first few years of EMDR’s conception, as well as 
carrying out their own three year ongoing investigation of EMDR and its 
use with combat related PTSD. They found little evidence for the utility of 
any form of DA task, including EMs. Lohr et a l (1999) also reviewed 
efficacy studies of EMDR and reported that the eye movement component 
of EMDR was unnecessary. Cahill et a l (1999) reviewed dismantling 
studies of EMDR and suggested that there was no convincing evidence that 
EMs significantly contribute to treatment outcome. In the EMDR studies 
that Cahill et a l (1999) examined in relation to PTSD, there was some 
evidence that EMs reduced within-session ratings of fear and physiological 
measures of distress. However, all but one of the seven studies they 
reviewed did now show a clear significant difference in outcome when 
comparing EMDR with and without EMs. Davidson and Parker (2001) 
conducted a meta-analysis of thirty four studies of EMDR used with a 
variety of populations. The authors examined thirteen studies which 
compared EMDR to the same procedure but without the EM component. 
Their analysis showed no significant incremental benefit on outcome due to 
EMs, measured the by SUDS and VoC scales. However it should be noted 
that their analysis included studies examining EMDR with a range of 
disorders, not just PTSD.
Methodological Issues in Previous Research
Research on EMs in EMDR has offered a range of conclusions and the role 
of EMs in EMDR remains a contentious issue. As discussed above, there is
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research to suggest that EMs are not an important component of EMDR. 
However it is hard to combine results and draw conclusions as outcome 
studies to date have differed substantially with regards to their design, 
participants, and outcome measures. As yet there has not been a rigorous 
randomized control trial (RGT) which compares EMDR-with-EMs to 
EMDR-without-EMs in a large enough sample of adults with a diagnosis of 
PTSD (Schubert & Lee, 2009).
Most RCTs that were examined in the reviews outlined above do not state 
how they randomised participants, and generally studies had small sample 
sizes (Shepherd et a l 2000). In the seven dismantling studies that Cahill et 
a l (1999) reviewed with regards to EMDR and PTSD, none used an 
independent rater to assess treatment fidelity. Differences in administration 
of the therapy across studies may have contributed to the lack of an effect of 
EMs on outcome. Thus the conclusions that some researchers made that 
EMs do not contribute to outcome in EMDR may be unwarranted.
Hertlein and Ricci (2004) suggested ‘Platinum Standard’ guidelines for 
EMDR research. They built upon the Revised Gold Standard (Maxfield & 
Hyer, 2002) to provide a way of rating studies on their methodology on 
twelve scales. These include aspects such as treatment adherence, reported 
level of therapist training and the use of a control or comparison group. 
Hertlein and Ricci (2004) reviewed sixteen studies of EMDR using the 
Platinum Standard criteria and none met full criteria. The authors suggested 
that researchers need to employ more rigorous research designs, guided by 
Platinum Standard criteria.
Literature Investigating the Possible Mechanisms of EMs
Whilst further research into the contribution of EMs to outcome of EMDR 
is needed, more recently researchers have begun to investigate why EMs 
may be useful in EMDR. Previous research has suggested that EMs can 
make unpleasant memories less vivid and emotional (for example, Andrade
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et al. 1997). Recently there has been a new wave of research looking into 
the mechanisms by which this may occur in order to better understand how 
EMDR works. There are a number of accounts of how EMs may ameliorate 
negative reactions to memories (see Gunter, 2009 for a review). This current 
review will discuss two accounts that currently seem to have the most 
research to support them: the increased interhemispheric interaction account 
and the working memory account.
Increased Interhemispheric Interaction account
Following research suggesting that retrieval of episodic memories is 
enhanced by increased interhemispheric interaction (Christman & Propper, 
2001) Christman et a l (2003) examined the effects of EMs on episodic 
memory retrieval, using bilateral EMs as a means of temporarily increasing 
the amount of interaction between the two hemispheres. In two experiments, 
undergraduate students participated in tests of episodic memory. Before the 
tests, the participants engaged in EMs. The movements were either saccadic 
or smooth pursuit, and either horizontal or vertical. Retrieval of episodic 
memories was facilitated only when preceded by bilateral horizontal 
saccadic EMs. The authors purported that this suggests that bilateral 
saccadic EMs enhance interhemispheric interaction, which in turn facilitates 
retrieval of episodic memories. The authors suggest that the role of EMs in 
EMDR may be to help clients retrieve episodic memories for their traumatic 
experiences. Christman et a l (2003) highlighted the fact that it was only 
horizontal saccadic and not smooth pursuit EMs that produced significant 
improvements in episodic memory retrieval. In previous research, the 
bilateral aspect of EMs has been emphasised, however there has been little 
discussion of the difference between saccadic and smooth pursuit EMs. 
Therefore previous research could find conflicting results depending on how 
they administered EMs. Shapiro’s (2001) protocol asks therapists to wave 
their finger back and forth horizontally in front of the client’s face, and 
suggests that vertical EMs can also be used. According to Propper and 
Christman (2008), this is more likely to illicit smooth pursuit, rather than
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saccadic EMs. Christman et a l (2003) demonstrated that neither vertical nor 
smooth pursuit EMs enhanced episodic memory, therefore previous research 
may have been using the wrong type of EMs, and this may be why some 
studies did not find evidence that EMs contribute to outcome in EMDR. 
Therefore it is of great importance that future research (and practice) clearly 
distinguishes between saccadic and smooth pursuit EMs.
Propper and Christman (2008) reviewed the literature regarding the effects 
of bilateral saccadic EMs and concluded that a growing body of literature 
suggests that horizontal saccadic EMs increase interaction between the left 
and right hemispheres. The authors proposed that since previous research 
has shown an interhemispheric basis for episodic memories, episodic 
memory should be improved if there is more communication between the 
two hemispheres. Thus bilateral EMs may produce changes in the accuracy 
of episodic memories, leading to an increased ability to recall non-traumatic 
memories and hence organise memories into networks which include 
adaptive information. Propper and Christman (2008) also suggest that 
EMDR may decrease levels of distress associated with the memory as 
previous research has demonstrated that increased hemispheric interaction is 
associated with decreased stress (e.g. Compton and Mintzer, 2001).
Brunyé et a l (2009) also found that participants’ performance on a test of 
episodic memory improved when preceded by horizontal EMs compared to 
vertical EMs or an eyes stationary condition. Additionally, EMs only 
improved performance on tasks that required a large amount of right and left 
hemisphere processing. These results support the notion that bilateral 
horizontal EMs increase interhemispheric interaction. Therefore the EM 
component of EMDR could facilitate the recollection and integration of 
episodic memories through the mechanism of interhemispheric interaction.
It is still not possible to conclude exactly how EMs enhance episodic 
memory retrieval as there may be mechanisms other than interhemispheric 
interaction at play. EMs in EMDR may affect a variety of neural and 
psychological processes as well increasing interhemispheric interaction
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(Christman et al. 2003). Additionally, Propper and Christman (2008) 
acknowledge that not enough research has been conducted to establish 
whether other forms of bilateral stimulation produce the same increase in 
interhemispheric interaction.
Working Memory Account
Working memory is a multi-component system (Baddeley, 1986). The 
system consists of a central executive which is responsible for higher order 
cognitive functions such as planning, a phonological loop which stores 
verbal and auditory information for later use, and the visuospatial sketchpad 
(VSSP) which stores visuospatial information for later use. The working 
memory account of the role of EMs in EMDR hypothesises that images of 
unpleasant memories are held in the VSSP. These images become less vivid 
as EMs use up processing resources concurrently; working memory 
becomes less efficient when doing two tasks at once. Thus benefits occur 
when the client is forced to divide their attentions between the traumatic 
memory and another competing task. Andrade et al. (1997) suggested that 
EMs may be more effective than other DA tasks because they include a 
visual and spatial component. They are therefore more taxing on working 
memory than other DA tasks, such as tapping, which only have a spatial 
component. Kavanagh et al. (2001) also emphasised the importance of a 
visuospatial element of the task in interfering with the image in working 
memory and suggested that EMs may be an effective DA task to use.
Van den Hout et al. (2001) replicated the conditions fi*om Andrade et a/.’s 
(1997) experiment but made the sets of DA tasks longer. They also found 
that EMs reduced vividness of memories, but they found that tapping did 
not produce that effect. The working memory account would predict that 
tapping would reduce vividness, but to a lesser degree, as it poses less strain 
on working memory. However, van den Hout et al. (2001) used an easier 
tapping task than Andrade et al. (1997), suggesting that there would be less 
demand on working memory. This may explain why tapping did not reduce 
the vividness of memories in their study.
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Gunter and Bodner (2008) investigated why EMs may reduce the vividness 
and emotionality of traumatic memories and supported the working memory 
account of how EMs contribute to benefits of EMDR. They found that both 
horizontal and vertical EMs produced equal benefits, contrary to the 
interhemispheric interaction account. The authors suggested that the central 
executive is taxed when the subject performs a distractor task while 
attempting to hold a memory in mind. EMDR has been shown to produce 
effects faster than exposure therapies (e.g. Power et a l 2002). Gunter and 
Bodner (2008) suggest that this may be because the distraction task in 
EMDR makes focussing on the traumatic memories less unpleasant and 
therefore speeds up the whole process.
Maxfield er al (2008) provided further support for the working memory 
explanation for EMs in EMDR. Non-clinical subjects were asked to engage 
in either no EMs, slow or fast EMs whilst holding a distressing memory in 
mind. Consistent with the working memory account, slow and fast EMs 
resulted in greater decreases in vividness and emotional intensity of 
memories than no EMs, and fast EMs resulted in greater decreases than 
slow EMs. The authors suggested that this was due to the fact that fast EMs 
are harder to perform and are therefore more taxing on the VSSP. Maxfield 
et a l (2008) also suggested that EMs may be the best DA task because they 
involve both visual and spatial processing, compared to other DA tasks 
which involve only spatial processing. The authors suggested that further 
research be carried out with clients who have a diagnosis of PTSD to see if 
these effects are replicated in clinical samples. Thus according to the 
working memory account, EMs would be the optimum form of DA stimuli, 
with other forms such as tapping producing the same effect but to a lesser 
extent.
Conclusion
Evidence of the possible mechanisms EMs serve in EMDR is emerging. 
However there are still conflicting theories as to how EMs contribute to 
outcome in PTSD. There has not yet been enough rigorous research to draw
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reliable conclusions and questions linger regarding whether EMs are more 
effective than other forms of DA task. However, there has not yet been a 
consistent literature demonstrating that EMs are an ««necessary component 
of EMDR.
An important consideration is the ethics of providing a treatment which does 
not have a sound theoretical basis. Is it unethical to use something when we 
do not know how it works? Or is it unethical to not use something which has 
been shown to work, even though the mechanisms of action are unknown? 
EMDR has been shown to be effective in treating traumatic memories and 
has been shown to be faster than other treatments. Recent research 
demonstrating the effects of EMs on memory and neurophysiological 
processes seems to suggest that EMs do have an important role to play, 
albeit we are not sure exactly what that is yet. Further research to advance 
our knowledge of which form of DA task is most effective is important. If 
all are equally efficacious then clients could choose which one they are most 
comfortable with. If further research deemed EMs as the most effective, 
then EMs should be considered best practice.
Research into the interhemispheric interaction account of the benefits of 
EMs has highlighted the importance of defining what type of EMs are 
induced. Research has demonstrated that horizontal saccadic EMs may be 
most effective at facilitating episodic memory (e.g. Christman et a l 2003). 
It may be useful in future to review research to date, taking into account 
how the therapist induced EMs. Just as it is important to define EMs when 
conducting research it is important to know how to induce EMs in clinical 
practice. If horizontal saccadic EMs are the optimum type of EM, it will be 
important for all clinicians, in practice and research, to adhere to this. 
Clinical psychologists have a responsibility to practice in an evidence based 
manner. Although at the moment the evidence base is not complete, 
clinicians should endeavour to keep up to date with developments in this 
field.
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It is clear that there are many challenges to be faced when conducting 
research in this area. Finding a large enough sample of clients who have a 
diagnosis of PTSD and delivering the therapy and EMs in a consistent 
manner is a hurdle researchers must face. Studies need a large enough 
sample size to ensure adequate statistical power to detect true effects. A 
clinical dismantling study with a large number of participants with a PTSD 
diagnosis is needed to reliably examine the difference in outcome between 
EMDR with EMs and EMDR without, and EMDR with other forms of DA 
task. Future research into the effects of different durations, frequency and 
spatial extent of EMs on episodic memory, and on EMDR outcome would 
also be useful in order to help clearly define which EMs are most helpful. 
Researchers could use Platinum Standard criteria (Hertlein & Ricci, 2004) 
as a framework for designing studies so that a more rigorous research base 
is available.
The more we learn about the role of EMs, the more confidence practitioners 
and clients will have in the treatment. As clinical psychologists we should 
be able to justify the techniques we use, and although we have begun to 
develop an understanding as to why EMs may be an important component 
of EMDR, further research is needed. It should be noted that it is not 
unusual to be uncertain about how any psychotherapy works, not just 
EMDR (Gunter, 2009). Whilst it may feel uncomfortable to some clinicians 
to practice EMDR without knowing exactly how it works, the growing 
research base will aid us in our search for answers.
‘The pursuit of truth is seldom comfortable’ (Perkins & Rouanzoin, 2002,
p.93).
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Introduction
This essay will examine some of the key principles of the move towards 
‘recovery-orientated practice’ in mental health care and consider the 
implications of this for carers. Mental health problems are common: the 
Department of Health (DoH; 2009) reports that one in six people may have 
a mental health problem at any one time. In recent decades, the primary 
focus of mental health care has shifted from institutions to independent 
living within the community, therefore carers have become an integral part 
of the care system (DoH, 2008). As many as 1.5 million people may be 
caring for someone with a mental health problem in the UK (Arksey, 2003).
Carers
A carer has been defined as someone who “spends a significant proportion 
of their life.providing unpaid support to family or potentially friends... who 
is ill, frail, disabled or has mental health or substance misuse problems” 
(DoH, 2008, p. 19). For the purposes of this essay, the term ‘carer*’ will be 
used to define unpaid adult carers of people experiencing mental health 
problems. Carers are a diverse group and may be a friend, relative, partner 
or other individual close to the person who is experiencing mental health 
problems. Carers may have had experience of caring or not and may see 
their role as one that is expected or not.
Carers have a history of feeling marginalised, however providing unpaid 
care for people is a major contributor to the health and economic welfare of 
our society (DoH, 2010a) and it has been reported that carers save the 
economy £57 billion pounds a year (Carers UK, 2003). Recent government 
policy has recognised the importance of addressing carers’ needs (e.g. DoH,
‘ I recognise that not all individuals who care for someone experiencing a mental health 
problem appreciate being called a ‘carer’. However for consistency and clarity I will use 
this term throughout this essay
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2009) and the DoH purports that carers should be “universally recognised 
and valued” (DoH, 2010c, p. 5).
Carers’ needs
This section briefly outlines some of the needs of carers. These will be 
discussed further in later sections in relation to recovery-orientated practice 
and its implications for carers. Caring for someone can be extremely 
difficult and literature describes the huge emotional impact caring role has 
on people (e.g. Gray et al 2009). Platt (1985) defined carer burden as 
problems, difficulties or adverse events that affect people that care for the 
client^. Carer burden can be defined as objective, such as the client’s 
behaviour and effect on carers’ finances and health, or subjective, such as 
the effect on the carers’ psychological wellbeing (Askey et a l 2009). Carers 
of people with mental health problems go through a wide range of emotions, 
from frustration and despair when things are difficult, to relief and 
happiness when things are going well (Gray et a l 2009).
The government recognises that carers have needs in their own right and 
may need support to maintain their own mental health (DoH, 2009). The 
National Service Framework for Mental Health (DoH, 1999) states that 
carers should have their own physical and mental health needs assessed 
annually. The government also outlines that carers should be involved in 
designing both local service provision and individual care packages, be able 
to fulfil their educational and employment potential and receive 
personalised support so that they can have a family and community life 
(DoH, 2010b)
In summary, there are two general strands of support recommended for 
carers: to be more involved in the care of the client, both at an individual
 ^People experiencing mental health problems have been referred to in a number o f ways 
across the literature including as ‘clients’ ‘service users’ and ‘consumers’. The service I 
currently work in tends to use the term ‘client’, therefore for clarity and consistency, the 
term ‘client’ will be used throughout this essay.
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and service level, and to be supported to maintain their own health and 
meaningful life.
Askey et a l (2009) commented that these issues have been argued in the 
literature for many years, but carers still report feeling disempowered 
despite this. Although all carers have the right to a separate assessment, 
research suggests that many carers have not had this assessment (e.g. Carers 
UK, 2003). Will a move toward recovery-oriented practice contribute to 
better support and recognition of carers?
Recovery
As well a shift to community-based care, mental health services have also 
seen a shift in philosophy. Recently, interest has grown around the concept 
of ‘recovery’ in mental health (Perkins & Repper, 2003) and the 
government is calling for adult mental health services to become more 
‘recovery-orientated’. Over the past decade, the definition of ‘recovery’ in 
relation to mental illness has begun to change. The move away from 
institutionalisation encouraged mental health services to change the way in 
which they thought about and dealt with people with mental health 
difficulties (Anthony, 1993). Alongside this, people’s accounts of living 
meaningful lives in the presence of mental illness (e.g. Deegan, 1988) and 
outcome studies showing long term positive outcomes for people with 
schizophrenia (e.g. Harding et a l 1987) challenged the traditional view that 
mental health problems inevitably led to a poor prognosis, and also 
challenged the view that a good outcome must involve symptom eradication.
The recovery^ approach focuses on the personal process of recovering rather 
than emphasising the absence of symptoms as an indicator of positive 
outcome. Recovery has been defined as ‘a way of living a satisfying, 
hopeful and contributing life, even with the limitations caused by illness.
 ^ I will be using the term recovery without a capital ‘r’ as this is how it is used in the policy 
document that I refer to throughout this paper (Sainsbury Centre, 2010).
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Recovery involves the development of new meaning and purpose in one’s 
life as one grows beyond the catastrophic effects of mental illness’ 
(Anthony, 1993, p.527). There has been a wealth of research on recovery 
(see Bonney & Stickley, 2008 for a review) and different authors have 
conceptualised recovery in different ways. However, the three main 
principles underlying recovery philosophy are hope, agency/control and 
opportunity (Sainsbury Centre, 2009). This philosophy asserts that people 
experiencing mental health problems should be encouraged to pursue their 
life goals rather than treatment goals, and services should promote agency, 
hope and opportunity for clients, even with the presence of symptoms.
The principles of recovery figure prominently in mental health policy 
documents and DoH guidelines now outline that mental health services 
should be recovery-focused and involve clients and carers in making 
decisions about their care (DoH, 2009). ‘Implementing Recovery: A 
methodology for organisational change’ (Sainsbury Centre, 2010) is a 
policy document given to mental health services. The document outlines 
how to make practice more ‘recovery-oriented’ by summarising ten key 
challenges that services should work towards. I have chosen to use this 
methodology paper to guide the majority of the discussion in this essay as 
this is what services are using to shape their move towards recovery- 
oriented practice, therefore it indicates what recovery-oriented practice 
might ‘look like’ in real life.
How will a move towards recovery-oriented practiced affect carers?
The recovery literature does acknowledge that mental health difficulties 
affect not only the person who experiences them, but also those who are 
close to them, and that carers may have a critical role in promoting recovery 
and social inclusion (Sainsbury Centre, 2008). However, there is little 
literature on carers and recovery and some feel that the role of carers in 
recovery is a neglected area (Parr, 2009). Does a move toward recovery-
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oriented practice compliment the policy initiatives to include and recognise 
carers, and to look after carer’s needs? The ten key organisational 
challenges that are outlined in ‘Implementing Recovery: A methodology for 
organisational change’ (Sainsbury Centre, 2010) will be discussed the 
implications of these service changes for carers will be considered. I will 
write a short description of each challenge before discussing the possible 
implications of these for carers.
Challenge: Changing the nature of day-to-day interactions
Brief Description: Every interaction o f staff in mental health services should 
promote recovery values. This involves increasing personal control, 
reducing the power difference between professionals and clients and carers, 
acknowledging the expertise o f non-professionals, increasing opportunities 
for a life beyond mental illness and validating hope.
Carers want to be treated with respect (Chambers et al. 2001). Reducing the 
power differential between staff and carers and acknowledging the expertise 
of non-professionals may result in more respectful interactions between staff 
and carers. Carers often feel excluded by professionals (Askey et al. 2009) 
and this challenge encourages staff to take carers’ perspective and 
knowledge into account, encouraging clients and carers to have more 
personal control over their care.
However, although acknowledging non-professional expertise may 
empower carers to have more involvement and control over the client’s care, 
this challenge does not acknowledge the possible diversity of carers in 
relation to how much control they feel comfortable to take. In my 
experience, carers have sometimes wanted an ‘explanation’ for their loved- 
one’s difficulties and services should be mindful that staff may still be 
expected to be the ‘experts’. It might be frightening for carers to be 
positioned as an expert in their own right without a fuller understanding of 
recovery values. Thus it will be important to work to position clients, carers 
and staff as equal experts, but with differing areas of expertise.
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Acknowledging the expertise of non-professionals and becoming more 
responsive and respectful of clients’ goals should give clients and carers 
more control over the support they wish (or do not wish) to receive. 
Although this is a positive move, this may become difficult if the client and 
carer disagree about what would constitute the best support. For example, a 
client I previously worked with wanted support to come off their medication. 
Staff supported this decision, however the carer did not agree and was very 
frustrated that staff would not take her view into account. So, although the 
recovery movement aims to reduce power differentials, there may still be 
times when carers feel excluded. Services should work to acknowledge this 
and ensure that carers’ views are still recognised, even if the client’s view is 
the one that is taken forward.
Challenge: Delivering comprehensive, client-led education and training 
programmes
Brief Description: Training programmes will be developed for staff clients 
and carers on recovery and its principles. These programmes will be led by 
clients and carers, with the long-term aim o f having a directory o f client 
and carer trainers.
Carers have voiced a need for more practical support (e.g. Askey et al. 2009) 
and this challenge may contribute towards more training for carers. 
Additionally, in my experience, many clients and carers were not familiar 
with the recovery movement, therefore these programmes may help 
disseminate the philosophy of recovery. However, it is unclear whether all 
the training would focus purely on recovery principles. In this case, 
although undoubtedly helpful, the training programmes still may not contain 
what some carers are asking for, which is practical solutions to the 
difficulties of caring for someone experiencing mental illness. Chambers et 
al. (2001) reported that a lack of skills and information was associated with 
higher stress levels amongst carers. Therefore, although training on recovery 
would be helpful, practical skills training should not be neglected.
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Some services have already begun to develop these training programmes. 
For example, South West London and St Georges Mental Health NHS Trust 
(SWLSTG) have a programme of ‘recovery courses’ (SWLSTG, 2010) with 
a variety of workshops on understanding different diagnoses, problem 
solving and pursing life goals amongst others. These courses are run by and 
for clients, carers and staff. This prospectus suggests that a wide range of 
training programmes could be made available, and that the programmes 
could include practical sessions.
Challenge: Establishing a ‘Recovery Education Centre’ to drive 
programmes forward
Brief Description: Every mental health trust in England should establish a 
‘Recovery Education Centre’ run by clients to promote awareness o f  
recovery principles among staff and clients. These centres would aim to run 
courses such as those mentioned above for clients, carers and their families 
on recovery and the possibilities o f self-management. These centres would 
also aim to train clients to become 'peer-professionals ’ and therefore 
promote an educational rather than therapeutic model within services.
This challenge follows on from the previous one, suggesting that services go 
further and establish dedicated centres from which the programmes would 
be run. The description of this challenge does not specifically mention 
carers when describing who would run these centres and it is unclear 
whether carers would also be trained to become peer-professionals. If the 
focus is mainly on clients becoming peer-professionals, this could alienate 
carers who may feel de-skilled in their role as carer as the client becomes 
more independent. However, the SWLSTG recovery centre does seem to 
include carers, suggesting that other Recovery Education Centres would 
also do this.
The ‘educational’ model aims to help to promote agency and self­
management amongst clients. This may have an impact on carers as their
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role may change as the client moves towards agency and self-management.. 
Many carers really value their role and services should be mindful that if 
this role is to change, the carer may need support in adapting to this.
Research suggests that support services for carers should include education 
programmes and the provision of accessible and appropriate information on 
specific diagnoses, health care and treatments (Arksey, 2003). These centres 
could be a hub for the provision of these services. Chambers et al. (2001) 
found that carers valued exchanging knowledge on more practical aspects of 
caring, as well as finding emotional support through talking to other carers. 
If carers were actively involved with the running of these centres, they may 
also be a useful forum for exchanging information and providing emotional 
support.
Government policy suggests that staff receive training on how best to work 
with carers and families of people with mental health problems (e.g. DoH, 
2009) and this challenge could contribute to the achievement of this. Carer- 
led programmes would allow carers to get across their impressions of 
recovery and how they would like to be involved with services. Government 
policy also outlines that carers should be involved in designing local care 
provision (DoH, 2010c). If carers were to be involved in the running of 
these centres and the delivery of training, this would allow carers to have 
their input into shaping the way that services become recovery-oriented and 
the way that staff are trained.
Challenge: Ensuring organisational commitment, creating the ’culture*
Brief Description: This challenge moves beyond training to suggest that 
recovery values be pertinent to every management process. Creating a 
recovery leadership encompasses commitment from staff at all levels to hold 
the values o f recovery. A key aspect o f recovery 'culture ’ would be ensuring 
that ‘lived experience’ is not seen as less important than ‘professional 
expertise’. Services should be framed in an environment o f hope and 
optimism where recognising the strengths o f individuals is encouraged.
37
This challenge encourages staff at all levels of the organisation to hold the 
values of recovery. In my experience, frontline staff need the backing of 
managers and other levels of the organisation in order to carry out changes 
in the way they work. Committing to create a recovery ‘culture’ may help 
staff to continue to hold in mind recovery principles in their day-to-day 
interactions with clients and carers. Therefore this challenge seems key in 
maintaining some of the positive impacts on carers mentioned in other 
challenges. Encouraging recovery principles in every management process 
may pave more direct pathways for carers to have their views heard and be 
used to inform policy, as client and carer views would be given more 
importance.
Carers have expressed frustration about agencies not recognising the 
potential in the people that they care for (e.g. Gould, 2005) and have 
suggested that professionals sometimes seem reluctant to suggest 
opportunities, for example employment, for fear of failure. However, often 
this fear is not also held by the carers or clients. Encouraging a strengths- 
based environment may help staff, clients and carers to hold an optimistic, 
hopeful stance, which may help to ease the emotional burden on carers.
It is unclear whether carers are included in the description of ‘lived 
experience’, however the term lends itself to the inclusion of both clients 
and carers, since carers are usually the people who have most experience of 
the client. Carers have been reported to feel that professionals do not take 
them seriously and do not recognise their role as the client’s main source of 
support (Askey et a l 2009). Emphasising the value of lived experience may 
contribute towards carers feeling more respected and valued.
Challenge: Increasing ‘personalisation* and choice
Brief Description: Self-management and shared decision-making should be 
encouraged, emphasising ‘life goals ’ rather than ‘treatment goals \ Clients 
should be supported to control their own care plans at a level with which 
they feel comfortable. This would involve more information being made
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available about treatment options to allow clients to make informed 
decisions about their care.
Government policy hopes that increasing personalisation will help to 
address the needs of diverse groups of clients (DoH, 2009) and therefore 
clients would receive support that they felt was appropriate. Some carers 
have reported that if their loved-one receives better treatment, then this 
would lessen the burden on them (Askey et al. 2009). However, it is 
important to note when emphasising life goals that the client’s goals may 
not be the same as the carer’s goals. The client’s goals may reach beyond 
the abilities of the carer to support them, resulting in carers feeling 
overwhelmed or unable to continue in their role as carer. Research has 
described the tremendous feelings of guilt that carers feel if it becomes no 
longer possible that they can take on the carer role (Gray et al. 2009). This 
needs to be acknowledged and taken into account when a client’s life goals 
are discussed, ensuring that the carer(s) involved are comfortable with their 
part in this. Additionally, clients may decide that they want less input from 
their carer, for example if one of their goals is to move out of the home. 
These situations should be handled sensitively, keeping in mind the possible 
emotional stress such changes may have on the carer.
Government policy recommends having a range of options available in 
order to support the diverse range of carers (DoH, 2010a). The recovery 
philosophy seems to compliment this due to its emphasis on personalisation. 
However, my observation from clinical experience is that many carers are 
unaware of their right to a carer’s assessment and this is echoed by recent 
research (Ridley et al. 2010). Carers assessments allow carers to request 
appropriate support and would therefore seem a vital part of a move towards 
the challenge of increased personalisation and choice. It will be important to 
ensure that services do not forget the carer in this challenge, and continue to 
ensure that carers also receive personalised care. Carers have reported a 
lack of knowledge of services available for them (e.g. Chambers et al. 2001). 
Perhaps this challenge needs to make it clear that services should aim to
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provide more information about what services are available for carers as 
well as for clients.
Challenge: Changing the way we approach risk assessment and 
management
Brief Description: Services are encouraged to accept risk as an inherent 
part o f living with a mental health problem. Risk assessment and 
management is encouraged to be a more transparent procedure, with clients 
and carers playing a more active role in the process. Positive risk taking is 
encouraged in a context o f learning from incidents rather than laying blame 
fo r incidents that occur.
Although this challenge marks a positive move away from services with a 
risk-averse culture, services must be mindful of the impact this might have 
on carers, who also carry the emotional burden if an incident was to occur. 
This challenge is linked with that of establishing a recovery ‘culture’ as staff 
will need to be supported to take positive risks. It will also be important to 
consider how carers can be supported to feel comfortable with taking 
positive risks.
Some carers have reported that they felt that services relied upon them too 
much in times of crisis (Askey et al. 2009) therefore it would be important 
to ensure that carers felt comfortable with the role they are allocated to play 
in the risk management strategy of the client. However, since this challenge 
suggests that carers should be involved in the planning and management of 
the risk, they would presumably be in a position to raise any uncertainties 
they may be feeling. It should be acknowledged however that clients’ and 
carers’ views may differ. Staff may need to consider how to handle 
situations in which one person’s wishes are not followed as this may lead to 
the carer or client feeling undermined.
40
Challenge: Redefining service user involvement
Brief Description: Clients and carers should be recognised as ‘experts by 
experience’ and accepted as equal partners in care. Integral to this is 
recognising that clients and carers themselves may have the solutions to 
many problems that staff may find difficult. Staff need to become 
comfortable in this new position alongside clients and carer's rather than 
'on top'. Clients and carers should be involved as partners at every level o f  
the organisation.
This challenge clearly outlines that carers as well as clients should be 
involved in all aspects of the client’s care and echoes the government’s 
recommendation that services should ‘recognise the expertise of, and work 
in genuine partnership with, carers at all levels of service design and 
delivery” (DoH, 2010a, p6). The DoH (2009) also asserts that carers should 
have access to information necessary to fulfil their role. Being respected as 
an equal partner in care may make it easier for carers to access appropriate 
information about the client’s care.
The diversity of carer experience and views must be acknowledged, and 
there may be some carers who find it more stressful having to play a bigger 
role in important decisions. However, by being more involved in the 
planning of care, carers may have more control over their role and therefore 
be able to manage how much responsibility they want to take on.
Clients will also have their own opinions as to how involved they want their 
carer to be in their care. It could occur, and has in my clinical experience, 
that a client does not want the carer to be as involved as the carer expects to 
be. Services should be mindful of the difficulties this may raise and attempt 
to deal sensitively with the differences in opinion, working transparently 
and avoiding where possible making the carer feel excluded. In situations 
like this, it is important to remember that client, carer and staff member are 
working as equal partners, with different areas of expertise. Perhaps in this 
situation, the staff member’s area of expertise needs to be in negotiation and
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mediation, so that a decision can be agreed upon. Clinical psychologists’ 
training enables them to undertake this role but they should also consider 
how they can support other staff members in becoming confident in these 
areas.
Challenge: Transforming the workforce
Brief Description: A radical transformation o f the workforce is 
recommended, with the long-term aim o f having 50 percent o f the workforce 
comprised o f 'peer-professionals' who have been trained by the local 
Recovery Education Centre.
The concept of ‘peer professionals’ echoes the wish of carers to be 
respected by professionals and be seen as part of the multidisciplinary team 
(Askey et al. 2009). The principles behind this challenge would facilitate 
carers to use their experience and skills to obtain a paid job. Additionally, 
becoming part of the workforce would give carers another way to influence 
how services are run.
However, this challenge seems to assume that carers would want to become 
peer-professionals. Although this may be true in most cases, some carers 
may not want to expand their role into a formal role in employment and may 
want the opportunity to explore employment opportunities in other areas. 
Additionally, carers highlight the need for a break from the caring role 
(Carers UK, 2003). The recovery movement focuses on getting carers more 
involved however does not explicitly consider when carers might like time 
away from their caring role. Although encouraging carers to be more 
involved in the planning of care may result in carers being able to request a 
break from their role, perhaps there needs to be a bigger emphasis on the 
need for carers to have breaks within recovery philosophy.
Challenge: Supporting staff in their reeovery journey
Brief Description: This challenge recognises the impact that becoming more 
recovery-oriented will have on staff. It outlines how staff should be
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supported in their recovery journeys, helping them to feel comfortable 
putting the needs o f the client first. This challenge aims to support staff in 
disclosing their own experience o f mental health problems without fearing 
prejudice from colleagues. Staff members' lived experience should be valued 
and policies should be developed to optimise staff mental health.
Clinical experience and common sense would suggest that optimising staff 
mental health should allow them to practice to a higher standard, which 
would benefit everyone, including carers. Additionally, encouraging staff to 
disclose their ovm experiences may help to tackle stigma and contribute to a 
more recovery-oriented culture in the workforce as well as in the 
communities in which the workforces are based.
This challenge positions carers alongside staff, and they are suggested to be 
supported to be comfortable putting the needs of the client first (Sainsbury 
Centre, 2009). This suggests that it is the client’s needs that will come first, 
and that the carer will be supported to support this. It is not clear whether 
this support would extend to helping carers fulfil their own life goals, or 
stop at helping the carer to help the client pursue their own life goals. If it 
is the latter, perhaps the principles of recovery need to be broadened to 
ensure that carers are encouraged to pursue their own recovery journey, as 
well as supporting the journey of their loved-one.
Challenge: Increasing opportunities for building a life ‘beyond illness'
Brief Description: This challenge has the long-term aim o f making not just 
services, but communities, more recovery-oriented. Services are encouraged 
to focus not only on integration o f clients into the community but also on 
promoting social inclusion across diverse cultures. Emphasis is placed on 
better preparation for discharge from inpatient to community settings. 
Helping people to access paid employment should be given priority and not 
seen as secondary to other aspects o f the individual’s health care. Inter­
agency working is seen as a high priority in order to ensure that the client
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has opportunities to pursue their life goals and live a fulfilling life with the 
presence o f their problem.
This challenge seems to encompass many of the principles of recovery and 
also seems to touch upon some of the issues raised by carers as important.
Carers often report feeling isolated and lonely and avoiding social contact 
within the community through fear of stigma (e.g. Gray et al. 2009). An 
emphasis on promoting social inclusion and changing attitudes towards 
mental health may help to change this, although it may be useful to 
emphasise that both clients and carers may need support integrating into the 
community. Additionally, better preparation for discharge is something that 
carers have reported to be important, with particular emphasis on support 
for future social inclusion (Askey et al. 2009).
Employment brings economic and psychological benefits (DoH, 2009) 
therefore making access to employment a priority would seem constructive. 
However, this challenge seems to focus a lot on employment as a way of 
helping clients to have a meaningful life beyond illness. Many of the 
examples of service-level outcome indicators outlined in the recovery 
methodology (Sainsbury Centre, 2010) focus on measuring how many 
clients are in or aiming for employment. Although paid employment would 
have obvious benefits for individuals and the economy, there are also 
presumably things other than employment that are important for building a 
meaningful life. For example, a client may value having a family, being a 
good mother or father or being an important part of the community by, for 
example, undertaking voluntary work. These roles could also be argued as 
important for society and the economy. Just as clients may have differing 
values, carers may also have different opinions as to what constitutes a 
meaningful life beyond illness.
It is important to remember that carers, too, will need to build a life beyond 
illness. ‘Enabling those with caring responsibilities to fulfil their educational 
and employment potential’ is defined as a priority area in government policy
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for carers (DoH, 2010c, p.6). Carers themselves also recognise that ‘it is not 
just the sufferer who needs a recovery path -  it is also everyone else who 
falls within the illness’s orbit’ (Gould, 2005, online). Recovery literature 
recognises this and urges services to facilitate carers in their own recovery 
process (e.g. Sainsbury Centre, 2008). However, some authors argue that the 
emphasis on the individual process of recovery has resulted in the social 
aspects of recovery being neglected (Topor et al. 2009). Although this 
challenge prioritises helping clients find employment, it does not clearly say 
that carers too should be supported into work. Many carers feel they need to 
give up work in order to focus on their caring role (Carers UK, 2003) and 
therefore they may also benefit from similar support.
Conclusion
This essay has considered some of the implications of a move towards 
recovery-orientated practice for carers. There are no doubt many more that 
are beyond the scope of this essay and it is important to note that not all 
carers will identify themselves as being a carer. For example, sometimes the 
line between being a parent and becoming a carer can be blurred (Gray et al. 
2009). Therefore, future research into recovery may benefit from 
considering the impact of recovery on all those people who surround the 
client, regardless of whether they choose to class themselves as a ‘carer’.
As outlined above, there seem to be two main ways in which government 
policy and research suggests carers should be supported: to be more 
involved with the care of the client and to maintain their own health and 
meaningful life. The guidelines for making practice more recovery-oriented 
seem to compliment these principles and this essay has outlined some 
positive implications that a move towards recovery-orientated practice 
might have for carers. However, a recurring theme throughout the essay was 
that the methodology paper given to services (Sainsbury Centre, 2010) is 
often unclear as to whether the term ‘user’ encompasses carers as well as
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clients. As this document is what is given to services and is what staff are 
likely to read, it will be important to clarify this so that staff can recognise 
the importance of involving carers at both an individual level, contributing 
towards the client’s care plan, and at a service level, contributing towards 
how services are delivered.
It is important to ensure that the strong focus on the client’s goals does not 
make carers feel excluded. Because the recovery movement focuses so 
much on the client’s agency and choice, it sometimes seems to neglect to 
recognise the differences in values and opinions that might exist between 
the client and the carer. However, this is perhaps more due to the wording of 
policy documents than to the underlying principles themselves, and I hope 
that the individualised nature of recovery philosophy will enable issues of 
diversity to be captured and dealt with, allowing each individual and their 
family to shape the way they want to be supported or support themselves. 
Authors such as Topor et a l (2009) remind us that other factors implicated 
in recovery, such as social relationships, must not be neglected from 
research and guidelines on the recovery-orientated practice.
In conclusion, a move towards recovery-orientated practice appears to have 
many positive implications for carers. However, it will be important to 
ensure that staff at all levels of the organisation are encouraged to involve 
carers and consider how carers fit into recovery philosophy. This could be 
achieved through more explicit guidance and policy on how recovery- 
orientated practice can irtiprove support and recognition for carers. Of equal 
importance will be individual staff members acknowledging the expertise of 
carers and embedding recovery values into their day-to-day practice.
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Introduction
This essay is a reflective account of a problem based learning (PEL) 
exercise completed within my personal and professional development group 
(PDDG). I decided to use this account to reflect on the task itself, the group 
process and how these have affected me both personally and professionally.
The Task
I was introduced to the PEL task on the first day of the course when we had 
our first PDDG meeting. The cohort was divided into PDDGs, each having 
eight trainees and one facilitator from the course team, who joined us for 
our first and several subsequent meetings. We were given the title 
‘Relationship to Change’ and were asked to come up with a presentation on 
this topic in five weeks’ time. The title seemed very ambiguous and I felt 
confused as to how the group was going to create a presentation on this 
subject. Our facilitator took a non-directive role and at the time I found the 
lack of a clear group leader uncomfortable. However on reflection, the role 
she played was helpful in allowing the group to determine our own group 
identity, and encouraging us to work together to find solutions to problems.
In the first session we decided to each go away and research theories of 
change. Looking back, at that time I feel it was ‘safer’ for us to think of 
change in terms of theories and distance it from our personal experiences of 
change. This may have been because it was the first day that we had met, 
and our first day of the course, so perhaps understandably we were not 
ready to disclose our personal experiences. However as the group evolved, 
we began to take a more personal stance on change. Thus we began to think 
about how we could use experiences of our own ‘relationship to change’ to 
develop a presentation.
I began by reflecting on changes I was experiencing in starting the course. I 
found this useful at the time as it validated my anxieties. When I looked at
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all the changes that had happened in a short time -  moving to a new part of 
the country, starting a stressful course and having to make new friends -  I 
‘allowed’ myself to find it hard. As a group we decided to base the 
presentation on a common experience to all of us, starting an undergraduate 
degree.
In the group we continually considered how what we discussed would apply 
to clinical practice. I found this useful feel that it gave me a good base on 
which to continue to reflect throughout my clinical work on how clients'  ^
might experience change. We discussed how we all shared the same 
experience of starting university. However we all came from different 
places, cultures, backgrounds and religions, which all influenced our 
relationship to that change. It is important to remember that two clients 
experiencing the same change may be experiencing it in entirely different 
ways. This reminds me that although it often feels more comfortable to refer 
to a ‘textbook’ therapy for a specific disorder, you always have to adapt 
your style and interventions to the individual, no matter how often you have 
encountered similar problems.
The Prochaska and DiClemente Stages of Change model (Prochaska & 
DiClemente, 2003) outlines six stages of change, which we felt were both 
relevant to us personally and to clients’ experiences. During my first four 
months of placement I have used this model to reflect on which stage I feel 
a client may be in in order to tailor interventions. I have also used the model 
collaboratively with clients to help them think about where they are at the 
moment. I have found it especially useful to help ‘normalise’ relapse and 
reduce anxiety about relapsing.
A prime component of the work we did as a group involved identifying 
factors that facilitate change. Common themes included feeling ready and 
motivated for change, making smaller changes, the change meeting your
I am aware that there are different opinions as to which terminology to use to describe 
people who have experience o f mental health services. For the sake o f consistency, I have 
used the term ‘client’ throughout this essay.
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expectations, having an internal locus of control, being informed of what the 
change involves and having previous positive experiences of change. We 
discussed how these factors relate to our clinical practice. The importance of 
having realistic, identifiable goals has been apparent in my clinical practice 
and with all my clients I have attempted to draw out and clarify what their 
goals of therapy are. Additionally, psycho education about what therapy 
involves is important to ensure the client has realistic expectations of what 
will be happening in sessions. The group discussed the importance of 
motivation for change, as it could be unethical to continue to encourage 
someone to come to therapy if they are being coerced into coming to 
therapy, for example by a partner, and are not actually motivated to change 
themselves.
The Presentation
Our presentation consisted of a role play of two people discussing their 
experiences of starting university as an undergraduate, one who had had a 
positive experience and one who had had a negative experience. This was 
scripted and contained elements of all the group members’ experiences. This 
was used as a prompt to discuss the factors that made change easier as 
mentioned above, and how these related to our role as clinical psychologists. 
We concluded by reflecting on the task and how we felt we had worked as a 
group.
My role in the presentation was to be the ‘interviewer’ during the role play, 
and to present half of the conclusion which involved reflecting on our 
experience of the group and task. The morning before the presentation, we 
met to practice. Our facilitator offered some suggestions, some of which 
involved me changing my lines quite substantially. This made me very 
nervous and I found rewriting my lines at the last minute quite stressful. On 
reflection, this experience was useful in highlighting that I get anxious when 
put under pressure. In terms of both my personal and professional
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development this is something of which I need to be aware, and work 
towards being able to control and cope with my anxiety.
Two groups presented before us and did very engaging presentations. I 
remember thinking that ours would be a disappointment compared to theirs! 
Our presentation went smoothly and we were able to answer the questions 
from the audience. However at the time, I remember being disappointed 
with our efforts and feeling as if we could have done better. It is only on 
reflection that I feel we did do an engaging, interesting presentation and am 
proud of the way we made it personal to our group.
Reflections on the Group
In our first group session, there seemed to be many competing ideas. 
However paradoxically we never really came to any sort of constructive 
conclusion as people were too ‘nice’ to really argue their point. This seems 
to reflect the ‘forming’ stage of Tuckman’s (1965) model of small group 
development, in that we were attempting to ascertain what behaviours were 
deemed as acceptable in the group and were careful not to offend one 
another. By the third week I sensed that some group members started to get 
frustrated as there was no clear ‘leader’ and there was tension when we had 
to decide as a group what plan to go for, meaning that some members would 
have to compromise. There were lots of different ideas being offered, and it 
was easy to begin ‘battling’ with other members to try and get ideas across. 
This fits with Tuckman’s (1965) second stage, ‘storming’ where he 
describes conflict occurring in the group as members assert their 
individuality. The third stage, ‘norming’, is, according to Tuckman, where 
group norms are developed and members begin to be more open with each 
other. Within our group, we started to feel more comfortable in expressing 
ourselves and in talking about personal experiences. The fourth stage, 
‘performing’ could be applied to the phase when our group took on different
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roles in preparing for and doing the presentation, and solved problems that 
arose as a group.
I found Tuckman’s (1965) stages useful when reflecting on our group 
process for this essay, but it has also been useful when I consider groups in 
clinical practice. Although I have not been facilitating groups, I have 
observed groups at different stages, and it is interesting to consider which of 
Tuckman’s stage they may be in. Having a knowledge base of theories of 
group process will equip me in future to prepare for these different stages if 
I were to run groups.
Working in a group helped me learn about how I act and react in a group 
situation. This allowed me to reflect upon how I come across in professional 
group situations such as team meetings. I feel that sometimes I am not 
concise in getting my point across. Thus prior to team meetings I will 
attempt to prepare and practice talking succinctly. I often found myself 
wanting the group to make decisions quickly, and became frustrated when 
we spoke at length about possible options. I feel that this is a part of me that 
is not to unique to group situations as I often find it hard to feel comfortable 
in ‘not knowing’ the plan. Reflection involves a ‘willingness to stay with 
uncertainty’ (Bolton, 2005) and this is one of the reasons I have found 
writing this essay both challenging and stimulating. Through supervision in 
clinical practice, I have been encouraged to be reflexive and accept that 
there will always be things that are uncertain. As Bolton (2005) discusses, 
“the responsibility of uncertainty is uncomfortable” (Bolton, 2005, pp.33). I 
am still developing my reflective skills and ability to be ‘comfortable’ with 
uncertainty.
Taking the time to reflect on change as a topic has also informed my clinical 
practice in that I ensure I consider a wider view of my clients’ difficulties. 
Clients often come to us in hope of change. However it is important to 
consider what else is going to change in their life if they are successful in
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this, and the implications of these changes. When one person changes, other 
people will be affected by this change. This highlights the need to 
acknowledge the importance of carers, and consider the systems the client is 
in and how these will affect or be affected by change.
External factors affected our group work at times, such as when we found 
out our placement allocations during a session and therefore our topic of 
discussion was centred on placements rather than the PEL task. This 
prompted me to reflect on how in my role as a trainee there will be times 
when external factors threaten to impose on my work. It is part of my 
ongoing personal and professional development to be able to handle 
personal situations whilst maintaining professionalism in my role as a 
trainee. As practitioners we have a responsibility to reflect on how our 
personal lives may be affecting our professional work in order to be the best 
we can be for our clients.
Conclusion
I initially found it difficult to begin this essay as it is different from anything 
I have written before. However I found that I enjoyed writing reflectively, 
and feel I have a greater understanding of why reflective practice is so 
important. Through reflection I have identified areas that I need to work on 
and have thought about aspects of group process that I probably would not 
have given thought to had I not made a conscious effort to look back and 
reflect. I feel that through writing this account I have begun to develop my 
reflective skills, and I hope that this awareness of the importance of 
reflective practice will enable me to continue to reflect and develop in my 
role as a trainee and qualified clinical psychologist.
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Introduction
This essay is a reflective account of a problem based learning (PEL) 
exercise completed within my personal and professional development group 
(PPDG) during my second year as a trainee. I have used this account to 
reflect on how my experiences of the task and the group have affected my 
personal and professional development.
The Task
The PEL task was presented to the cohort shortly after we returned to 
university at the beginning of our second year. The task was entitled, ‘Child 
Protection, Domestic Violence, Parenting, Attachment and Learning 
Disabilities’. The task was to create a 25 minute presentation in our PPDGs 
stemming from a vignette. The presentation was to be delivered to the rest 
of the year group and staff from the course team in several weeks’ time. The 
information we were given included background information and 
genograms about a family who were involved with multiple services. Two 
of the children had been placed in short-term foster care and were on the 
child protection register under the categories of emotional abuse and neglect. 
The Local Authority wished to place the children for adoption, however the 
parents passionately wanted to have the children returned to their care. We 
were given several 'prompt questions' which suggested areas that we could 
focus our presentations on if we wanted to, such as risk, parents with 
learning disabilities or abuse. However, we were instructed that we could 
choose what we wanted to focus on and did not need to be confined by the 
topics outlined in the prompt questions.
Reflections on the Task and Presentation
The group as a whole also seemed to feel more confident about the task than 
when we embarked upon the previous PEL task at the beginning of first
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year. At the time I thought that this was due to the fact that we had now 
known each other for a year and had developed our confidence as a group. 
On reflection, perhaps the nature of the task also contributed to our 
increased confidence. Most members of the group were about to begin a 
learning disability or child placement, therefore this task was highly relevant 
to our clinical work. This echoes my previous clinical experience on 
placement, where I found that clients^ responded best to therapy tasks or 
homework when they truly understood why they were doing it and when it 
was clearly relevant to their therapy goals.
As part of our initial discussions about the task, we needed to elect a chair 
and scribe. As with our previous PEL task, we chose to have one chair and 
scribe for the whole task, rather than rotating the roles each time we met. On 
reflection, it is unclear whether this was actually a conscious decision that 
we discussed, or whether this was assumed because it was the way we had 
worked last year. No-one volunteered to be chair or scribe and we ended up 
playing ‘papers, scissors, stones’, a game of chance, in order to allocate the 
two roles. At the time the group seemed to enjoy the game and we joked 
about using this childish method to allocate roles. On reflection I wondered 
whether the lack of nominations for the roles was because no one wanted to 
be chair/scribe or whether it was instead that people felt unable to come 
forward. I considered whether this may be because many of us in the group 
are good friends outside of the group. Although the fact that we are friends 
sometimes seems to make it easier to speak up in the group, perhaps at times 
it makes it more difficult. As individuals outside of the group, we all seem 
to be quite easy-going and uncompetitive. I often find in the group that it is 
difficult to manage being in both a ‘friend’ and ‘professional’ role 
simultaneously. Perhaps when we are in our ‘friend’ role it is more difficult 
to take the lead and therefore members were reluctant to offer themselves up 
for the position of chair/scribe. Additionally, this particular meeting was
 ^ I am aware that there are differing opinions on what terminology to use to describe people 
who have experience o f mental health services. For the sake o f consistency, I have used the 
term ‘client’ throughout this essay.
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held in a very informal setting in a cafe where we were surrounded by other 
groups of friends socialising. I feel that this casual situation made it harder 
to shift out of ‘friend’ mode and into ‘professional’ mode. It is important to 
bear environmental aspects in mind in clinical work, with both clients and 
colleagues, as my experience within the group suggests that location and 
environment do affect the way we behave.
Our next task was to choose when we would meet. We had been given 
several empty spaces in our timetable that we could use to prepare for our 
presentation. As a group, we decided to meet more regularly after we had 
completed an assignment that was due in two weeks’ time and meet just 
once before that time. We seemed to easily come to an agreement about this, 
perhaps because we as individuals have similar work ethics. We were all 
quite boundaried with our time and accepted that we had other commitments 
as well as this task. I feel that this is an important asset to have in our role as 
Trainees, and in our future role as Clinical Psychologists (CPs), as the 
nature of our job means that there will always be more that we could do.
In subsequent meetings, we brainstormed ideas in order to choose what area 
we would focus our presentation on. We individually researched specific 
areas and then shared our findings. We seemed to do this without competing 
against each other and we were able to ‘rule out’ topics without anyone 
taking it personally. On reflection I feel that our ability to do this may have 
been because we each understood that due to the brevity of the presentation 
we could only focus on one or two areas and therefore would need to 
identify specific goals. This links to my experience on placement of the 
importance of realistic, identifiable goals to structure and maintain focus in 
therapy (Westbrook et a l 2007)
The group decided to structure the presentation as a role play of a systemic 
therapy session, complete with a reflecting team, and to use this as a way of 
presenting a systemic formulation of the vignette. Part of the reason for this 
decision was that all members expressed an interest in learning more about 
systemic formulation. Another reason this topic was chosen was because
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two members of the group had experience of systemic formulation on 
previous placements. I enjoyed learning from these group members and am 
glad that we chose a topic that allowed us to work in this way, rather than 
choosing a topic that nobody was familiar with. This served to remind me 
of the importance of acknowledging, using and learning from the knowledge 
and skills of the multidisciplinary teams I work in.
As part of our research for the presentation, we individually read about 
systemic formulation and came together to share our own systemic 
formulation of the task family situation. In some ways this process echoed 
the systemic therapy setting that we were attempting to portray in our 
presentation as we each reflected on what we heard other members saying 
(Dallos & Vetere, 2009). Although our formulations had some similarities, 
it was interesting to explore how each member’s past experiences had 
influenced they way they had formulated the situation. This exercise 
reminded me that our backgrounds, values and previous experiences affect 
the way that we perceive other people’s experiences. It will be important for 
me to continue to recognise that both individuals and systems hold differing 
beliefs and values and to reflect upon how this may influence my work with 
these individuals or systems.
Once we had agreed upon the formulation that we wanted to present, we 
allocated roles for the presentation. We attempted to make this a fair process 
by making all the roles involve an even amount of work. Naturally, some 
roles ended up involving more work than others, however the group was 
very sensitive and people offered to take parts of others’ roles on in order to 
balance out the workload. On reflection, this was a good example of team 
work and I am proud that as a group we were so sensitive to each other. In 
future leadership positions, it would be nice to facilitate teams to work like 
this. However, it will be important to remember that not all groups will 
function in this way. In different settings, such as team meetings, there will 
be different pressures and it may be much more difficult to achieve this 
ideal.
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The morning before our presentation, we had a final rehearsal session and 
then went for lunch as a group. This helped to calm my nerves but at the 
time I sensed that one or two members of the group would have preferred to 
continue to rehearse and therefore going for lunch was not an effective way 
of calming their nerves. However, these members did not say this, so I will 
never know whether my sense was correct. This situation prompted me to 
reflect on whether it is the individual’s responsibility to speak up if they 
disagree with something in the group, or whether it is the group’s 
responsibility to ensure that the individual feels safe enough to speak up. 
Feeling ‘safe’ within a group is associated with a greater ability to learn 
(Fleming et a l 2010) therefore it is important that all members of the group 
are facilitated to have this feeling of safety. Perhaps, in the PPDG setting, 
where we all share the status of being a Trainee, it is a joint individual and 
group responsibility. When reflecting on how this relates to clinical practice, 
perhaps it becomes more our responsibility than of other professions as, in 
our role as Trainees or CPs, we hold skills that allow us to foster this sense 
of safety in groups. We will often flnd ourselves in group settings, both with 
clients and other professionals, and these settings will often involve emotion 
and stress levels. In these situations part of our role will be to enable group 
members to speak and be heard.
Immediately before our presentation, the whole group seemed to be quite 
nervous. Our presentation was quite different to others groups’ and because 
we had opted for a role play we had included fewer references than other 
groups, leading us to worry that the staff members marking us would think 
that our presentation wasn’t as good as the others. However, our 
presentation went well and we received excellent feedback from the markers. 
On reflection, perhaps we needed more confidence in ourselves as a group. 
Additionally, in the moment, we seemed to forget that the purpose of the 
exercise was not to gain ‘top marks’ but to enable us to learn more about the 
topic and communicate it to the audience, which is what we had prepared 
for.
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General reflections
Compared to last year’s task, I feel that overall as a group we found it easier 
to disagree with each other and engage in debates about different ideas. 
However, as I noted earlier, I felt that members of the group sometimes felt 
unable to speak up. I wonder whether because our group has taken on being 
Taid-back’ as part of its identity, this makes it difficult for people to say 
something that they feel might threaten the easy-going atmosphere of the 
group. Although our laid-back approach facilitates a pleasant, playful 
working environment, perhaps it also prohibits some discussions from 
happening. I reflected on how this might happen in staff teams. In future 
roles I may hold, it will be important to continually monitor whether 
individuals are feeling able to speak up, even when the team as a whole 
seems to be functioning well.
Working as part of a group on this task allowed me to learn about how I act 
and react in a group situation. Since this was the second PBL task we had 
done as a group, it was useful to be able to reflect on how I might have 
changed since the task in first year. Overall I feel that I have developed in 
confidence in group situations and now feel more able express an opinion 
even if it goes against that of other members. However, I still struggle to 
manage the challenge of working in a group that is not fully ‘social’ and not 
fully ‘professional’ and am aware that my ability to manage the interplay 
between the personal and the professional is something I need to continue to 
develop.
A resounding lesson that I learnt from this task was that the most important 
part of the task was the process we went through in preparing for the 
presentation, rather then the presentation itself. As a group we saw the 
purpose of the task not as an opportunity to prove our competence to the 
staff team but as an opportunity to learn and explore a topic in more depth. 
This approach aided my understanding of systemic formulation and 
facilitated me to explore the topic in a way that simply reading numerous 
articles or books would not have achieved.
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Conclusion
Reflecting on the PBL task has highlighted to me areas of my personal and 
professional development that I need to work on. However, I have also 
identified areas that being part of the group has helped me to develop over 
the past year. I feel that I am beginning to sit more comfortably within an 
adult learning model and have learnt to prioritise my own learning ahead of 
attempting to ‘tick boxes’ both when working on assignments and when 
gaining experience on placement.
Writing this essay has emphasised to me the importance of reflective 
practice, as many of the ideas I have touched upon may not have occurred to 
me had I not taken the time to consciously reflect on the task and group. I 
hope that this awareness of the importance of reflective practice will aid my 
continuing personal and professional development as a Trainee and as a 
qualified CP in future.
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The group process: the development of the group is discussed. A central 
factor in our group’s identity seemed to be that we were ‘different’ from 
other groups. The group was initially a comfortable, seemingly relaxed 
space until a member pointed out that perhaps we were being too ‘polite’. 
This was an important moment in the group’s development and more 
recently the group has been having more open discussions about topics that 
were previously avoided.
My role in groups: my experience of the PPLDG helped me learn about my 
role in groups. 1 often find it difficult to make points in groups if 1 feel that 
other members may disagree. However, 1 found it easier to do this in the 
PPLDG compared to other group settings. 1 reflected on whether my 
anxieties about participating in team meetings on placement may be due to a 
need to feel ‘liked’ and considered how 1 can use the PPLDG to practice 
feeling ‘unsafe’ in group situations.
Applications to practice in the NHS: 1 discussed how 1 can apply what 1 
have learnt from participating in PPLDGs to the clinical context. 1 reflected 
on how my experience might inform my work with clinical therapy groups 
and how my feelings towards the ending of the year may mirror that of 
clients approaching the ending of a therapy. Additionally, 1 considered how 
part of my role as a Trainee Clinical Psychologist may involve enabling 
less dominant voices to be heard in team meetings.
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My contribution to the group: I feel I took a greater interest in this year’s 
Problem Based Learning task. I feel that I contributed to the task as equally 
as other members with regards to the preparation and delivering of the 
presentation. Beyond the task, I also presented a case to the group, outlining 
a narrative approach to bereavement work. I reflected upon how I found this 
section of the essay the hardest to write.
How the group has contributed to my learning: In last year’s process 
account I reflected on how I found it difficult to express myself succinctly. I 
have found the group a helpful place to practice this skill. I have found the 
PPLDGs a useful place to discuss ideas with and learn from fellow Trainees. 
As well as learning from contributions of other Trainees, I also reflected 
upon what I have learnt from the group facilitator.
Implications for my practice in the NHS: I used this section to reflect 
upon how 1 have developed professionally since last year. 1 have used the 
PPLDG as a forum in which to practice expressing opinions that may 
different to those of other group members. Experience of learning from 
others in the PPLDG encouraged me to use colleagues at work as a resource. 
1 feel that 1 have become more confident in approaching other members of 
the team on placement.
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Introduction
This essay will examine some of the key principles of the move towards ‘recovery- 
orientated practice’ in mental health care and consider the implications of this for 
carers. Mental health problems are common: the Department of Health (DoH; 
2009) reports that one in six people may have a mental health problem at any one 
time. In recent decades, the primary focus of mental health care has shifted from 
institutions to independent living within the community, therefore carers have 
become an integral part of the care system (DoH, 2008). As many as 1.5 million 
people may be caring for someone with a mental health problem in the UK (Arksey, 
2003).
Carers
A carer has been defined as someone who “spends a significant proportion of their 
life providing unpaid support to family or potentially friends... who is ill, frail, 
disabled or has mental health or substance misuse problems” (DoH, 2008, p. 19). 
For the purposes of this essay, the term ‘carer^’ will be used to define unpaid adult 
carers of people experiencing mental health problems. Carers are a diverse group 
and may be a friend, relative, partner or other individual close to the person who is 
experiencing mental health problems. Carers may have had experience of caring or 
not and may see their role as one that is expected or not.
Carers have a history of feeling marginalised, however providing unpaid care for 
people is a major contributor to the health and economic welfare of our society 
(DoH, 2010a) and it has been reported that carers save the economy £57 billion 
pounds a year (Carers UK, 2003). Recent government policy has recognised the 
importance of addressing carers’ needs (e.g. DoH, 2009) and the DoH purports that 
carers should be “universally recognised and valued” (DoH, 2010c, p. 5).
Carers’ needs
This section briefly outlines some of the needs of carers. These will be discussed 
further in later sections in relation to recovery-orientated practice and its
 ^I recognise that not all individuals who care for someone experiencing a mental health 
problem appreciate being called a ‘carer’. However for consistency and clarity I will use 
this term throughout this essay
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implications for carers. Caring for someone, can be extremely difficult and 
literature describes the huge emotional impact caring role has on people (e.g. Gray 
et al 2009). Platt (1985) defined carer burden as problems, difficulties or adverse 
events that affect people that care for the client .^ Carer burden can be defined as 
objective, such as the client’s behaviour and effect on carers’ finances and health, 
or subjective, such as the effect on the carers’ psychological wellbeing (Askey et al 
2009). Carers of people with mental health problems go through a wide range of 
emotions, from frustration and despair when things are difficult, to relief and 
happiness when things are going well (Gray et al 2009).
The government recognises that carers have needs in their own right and may need 
support to maintain their own mental health (DoH, 2009). The National Service 
Framework for Mental Health (DoH, 1999) states that carers should have their own 
physical and mental health needs assessed annually. The government also outlines 
that carers should be involved in designing both local service provision and 
individual care packages, be able to fulfil their educational and employment 
potential and receive personalised support so that they can have a family and 
community life (DoH, 2010b)
In summary, there are two general strands of support recommended for carers: to 
be more involved in the care of the client, both at an individual and service level, 
and to be supported to maintain their own health and meaningful life.
Askey et al (2009) commented that these issues have been argued in the literature 
for many years, but carers still report feeling disempowered despite this. Although 
all carers have the right to a separate assessment, research suggests that many 
carers have not had this assessment (e.g. Carers UK, 2003). Will a move toward 
recovery-oriented practice contribute to better support and recognition of carers?
Recovery
As well a shift to community-based care, mental health services have also seen a 
shift in philosophy. Recently, interest has grown around the concept of ‘recovery’
’ People experiencing mental health problems have been referred to in a number o f ways 
across the literature including as ‘clients’ ‘service users’ and ‘consumers’. The service I 
currently work in tends to use the term ‘client’, therefore for clarity and consistency, the 
term ‘client’ will be used throughout this essay.
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in mental health (Perkins & Repper, 2003) and the government is calling for adult 
mental health services to become more ‘recovery-orientated’. Over the past decade, 
the definition of ‘recovery’ in relation to mental illness has begun to change. The 
move away from institutionalisation encouraged mental health serviees to change 
the way in which they thought about and dealt with people with mental health 
difficulties (Anthony, 1993). Alongside this, people’s accounts of living 
meaningful lives in the presence of mental illness (e.g. Deegan, 1988) and outcome 
studies showing long term positive outcomes for people with schizophrenia (e.g. 
Harding et al 1987) challenged the traditional view that mental health problems 
inevitably led to a poor prognosis, and also challenged the view that a good 
outeome must involve symptom eradication.
The recovery  ^approach focuses on the personal process of recovering rather than 
emphasising the absence of symptoms as an indicator of positive outcome. 
Recovery has been defined as ‘a way of living a satisfying, hopeful and 
contributing life, even with the limitations eaused by illness. Recovery involves the 
development of new meaning and purpose in one’s life as one grows beyond the 
catastrophic effects of mental illness’ (Anthony, 1993, p.527). There has been a 
wealth of research on recovery (see Bonney & Stickley, 2008 for a review) and 
different authors have conceptualised recovery in different ways. However, the 
three main principles underlying recovery philosophy are hope, agency/eontrol and 
opportunity (Sainsbury Centre, 2009). This philosophy asserts that people 
experiencing mental health problems should be encouraged to pursue their life 
goals rather than treatment goals, and services should promote agency, hope and 
opportunity for clients, even with the presence of symptoms.
The principles of recovery figure prominently in mental health policy documents 
and DoH guidelines now outline that mental health services should be recovery- 
focused and involve clients and carers in making decisions about their care (DoH, 
2009). ‘Implementing Recovery: A methodology for organisational change’ 
(Sainsbury Centre, 2010) is a policy document given to mental health serviees. The 
document outlines how to make practice more ‘recovery-oriented’ by summarising 
ten key challenges that services should work towards. I have chosen to use this 
methodology paper to guide the majority of the discussion in this essay as this is
® I will be using the term recovery without a capital ‘r’ as this is how it is used in the policy 
document that I refer to throughout this paper (Sainsbury Centre, 2010).
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what services are using to shape their move towards recovery-oriented practice, 
therefore it indicates what recovery-oriented practice might ‘look like’ in real life.
How will a move towards recovery-oriented practiced affect carers?
The recovery literature does acknowledge that mental health difficulties affect not 
only the person who experiences them, but also those who are close to them, and 
that carers may have a critical role in promoting recovery and social inclusion 
(Sainsbury Centre, 2008). However, there is little literature on carers and recovery 
and some feel that the role of carers in recovery is a neglected area (Parr, 2009). 
Does a move toward recovery-oriented practice compliment the policy initiatives to 
include and recognise carers, and to look after carer’s needs? The ten key 
organisational challenges that are outlined in ‘Implementing Recovery: A 
methodology for organisational change’ (Sainsbury Centre, 2010) will be discussed 
the implications of these service changes for carers will be considered. I will write 
a short description of each challenge before discussing the possible implications of 
these for carers.
Challenge: Changing the nature of day-to-day interactions
Brief Description: Every interaction of staff in mental health services should 
promote recovery values. This involves increasing personal control, reducing the 
power difference between professionals and clients and carers, acknowledging the 
expertise of non-professionals, increasing opportunities for a life beyond mental 
illness and validating hope.
Carers want to be treated with respect (Chambers et al. 2001). Reducing the power 
differential between staff and carers and acknowledging the expertise of non­
professionals may result in more respectful interactions between staff and carers. 
Carers often feel excluded by professionals (Askey et al. 2009) and this challenge 
encourages staff to take carers’ perspective and knowledge into account, 
encouraging clients and carers to have more personal control over their care.
However, although acknowledging non-professional expertise may empower carers 
to have more involvement and control over the client’s care, this challenge does not 
acknowledge the possible diversity of carers in relation to how much control they 
feel comfortable to take. In my experience, carers have sometimes wanted an 
‘explanation’ for their loved-one’s difficulties and services should be mindful that
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staff may still be expected to be the ‘experts’. It might be frightening for carers to 
be positioned as an expert in their own right without a fuller understanding of 
recovery values. Thus it will be important to work to position clients, carers and 
staff as equal experts, but with differing areas of expertise.
Acknowledging the expertise of non-professionals and becoming more responsive 
and respectful of clients’ goals should give clients and carers more control over the 
support they wish (or do not wish) to receive. Although this is a positive move, this 
may become difficult if the client and carer disagree about what would constitute 
the best support. For example, a client I previously worked with wanted support to 
come off their medication. Staff supported this decision, however the carer did not 
agree and was very frustrated that staff would not take her view into account. So, 
although the recovery movement aims to reduce power differentials, there may still 
be times when carers feel excluded. Services should work to acknowledge this and 
ensure that carers’ views are still recognised, even if the client’s view is the one 
that is taken forward.
Challenge: Delivering comprehensive, client-led education and training 
programmes
Brief Description: Training programmes will be developed for staff, clients and 
carers on recovery and its principles. These programmes will be led by clients and 
carers, with the long-term aim of having a directory of client and carer trainers.
Carers have voiced a need for more practical support (e.g. Askey et al. 2009) and 
this challenge may contribute towards more training for carers. Additionally, in my 
experience, many clients and carers were not familiar with the recovery movement, 
therefore these programmes may help disseminate the philosophy of recovery. 
However, it is unclear whether all the training would focus purely on recovery 
principles. In this case, although undoubtedly helpful, the training programmes still 
may not contain what some carers are asking for, which is practical solutions to the 
difficulties of caring for someone experiencing mental illness. Chambers et al. 
(2001) reported that a lack of skills and information was associated with higher 
stress levels amongst carers. Therefore, although training on recovery would be 
helpful, practical skills training should not be neglected.
Some services have already begun to develop these training programmes. For
example. South West London and St Georges Mental Health NHS Trust (SWLSTG)
76
have a programme of ‘recovery courses’ (SWLSTG, 2010) with a variety of 
workshops on understanding different diagnoses, problem solving and pursing life 
goals amongst others. These courses are run by and for clients, carers and staff. 
This prospectus suggests that a wide range of training programmes could be made 
available, and that the programmes could include practical sessions.
Challenge: Establishing a ‘Recovery Education Centre’ to drive programmes 
forward
Brief Description: Every mental health trust in England should establish a 
'Recovery Education Centre' run by clients to promote awareness of recovery 
principles among staff and clients. These centres would aim to run courses such as 
those mentioned above for clients, carers and their families on recovery and the 
possibilities of self-management. These centres would also aim to train clients to 
become ‘peer-professionals’ and therefore promote an educational rather than 
therapeutic model within services.
This challenge follows on from the previous one, suggesting that services go 
further and establish dedicated centres from which the programmes would be run. 
The description of this challenge does not specifically mention carers when 
describing who would run these centres and it is unclear whether carers would also 
be trained to become peer-professionals. If the focus is mainly on clients becoming 
peer-professionals, this could alienate carers who may feel de-skilled in their role 
as carer as the client becomes more independent. However, the SWLSTG recovery 
centre does seem to include carers, suggesting that other Recovery Education 
Centres would also do this.
The ‘educational’ model aims to help to promote agency and self-management 
amongst clients. This may have an impact on carers as their role may change as the 
client moves towards agency and self-management.. Many carers really value their 
role and services should be mindful that if this role is to change, the carer may need 
support in adapting to this.
Research suggests that support services for carers should include education
programmes and the provision of accessible and appropriate information on
specific diagnoses, health care and treatments (Arksey, 2003). These centres could
be a hub for the provision of these services. Chambers et al. (2001) found that
carers valued exchanging knowledge on more practical aspects of caring, as well as
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finding emotional support through talking to other carers. If carers were actively 
involved with the running of these centres, they may also be a useful forum for 
exchanging information and providing emotional support.
Government policy suggests that staff receive training on how best to work with 
carers and families of people with mental health problems (e.g. DoH, 2009) and 
this challenge could contribute to the achievement of this. Carer-led programmes 
would allow carers to get across their impressions of recovery and how they would 
like to be involved with services. Government policy also outlines that carers 
should be involved in designing local care provision (DoH, 2010c). If carers were 
to be involved in the running of these centres and the delivery of training, this 
would allow carers to have their input into shaping the way that services become 
recovery-oriented and the way that staff are trained.
Challenge: Ensuring organisational commitment, creating the 'culture’
Brief Description: This challenge moves beyond training to suggest that recovery 
values be pertinent to every management process. Creating a recovery leadership 
encompasses commitment from staff at all levels to hold the values of recovery. A 
key aspect of recovery 'culture' would be ensuring that ‘lived experience' is not 
seen as less important than ‘professional expertise '. Services should be framed in 
an environment of hope and optimism where recognising the strengths of 
individuals is encouraged.
This challenge encourages staff at all levels of the organisation to hold the values 
of recovery. In my experience, frontline staff need the backing of managers and 
other levels of the organisation in order to carry out changes in the way they work. 
Committing to create a recovery ‘culture’ may help staff to continue to hold in 
mind recovery principles in their day-to-day interactions with clients and carers. 
Therefore this challenge seems key in maintaining some of the positive impacts on 
carers mentioned in other challenges. Encouraging recovery principles in every 
management process may pave more direct pathways for carers to have their views 
heard and be used to inform policy, as client and carer views would be given more 
importance.
Carers have expressed frustration about agencies not recognising the potential in
the people that they care for (e.g. Gould, 2005) and have suggested that
professionals sometimes seem reluctant to suggest opportunities, for example
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employment, for fear of failure. However, often this fear is not also held by the 
carers or clients. Encouraging a strengths-based environment may help staff, 
clients and carers to hold an optimistic, hopeful stance, which may help to ease the 
emotional burden on carers.
It is unclear whether carers are included in the description of ‘lived experience’, 
however the term lends itself to the inclusion of both clients and carers, since 
carers are usually the people who have most experience of the client. Carers have 
been reported to feel that professionals do not take them seriously and do not 
recognise their role as the client’s main source of support (Askey et al 2009). 
Emphasising the value of lived experience may contribute towards carers feeling 
more respected and valued.
Challenge: Increasing ‘personalisation’ and choice
Brief Description: Self-management and shared decision-making should be 
encouraged, emphasising ‘life goals ’ rather than ‘treatment goals ’. Clients should 
be supported to control their own care plans at a level with which they feel 
comfortable. This would involve more information being made available about 
treatment options to allow clients to make informed decisions about their care.
Government policy hopes that increasing personalisation will help to address the 
needs of diverse groups of clients (DoH, 2009) and therefore clients would receive 
support that they felt was appropriate. Some carers have reported that if their 
loved-one receives better treatment, then this would lessen the burden on them 
(Askey et al 2009). However, it is important to note when emphasising life goals 
that the client’s goals may not be the same as the carer’s goals. The client’s goals 
may reach beyond the abilities of the carer to support them, resulting in carers 
feeling overwhelmed or unable to continue in their role as carer. Research has 
described the tremendous feelings of guilt that carers feel if it becomes no longer 
possible that they can take on the carer role (Gray et al. 2009). This needs to be 
acknowledged and taken into account when a client’s life goals are discussed, 
ensuring that the carer(s) involved are comfortable with their part in this. 
Additionally, clients may decide that they want less input from their carer, for 
example if one of their goals is to move out of the home. These situations should 
be handled sensitively, keeping in mind the possible emotional stress such changes 
may have on the carer.
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Government policy recommends having a range of options available in order to 
support the diverse range of carers (DoH, 2010a). The recovery philosophy seems 
to compliment this due to its emphasis on personalisation. However, my 
observation from clinical experience is that many carers are unaware of their right 
to a carer’s assessment and this is echoed by recent research (Ridley et a/. 2010). 
Carers assessments allow carers to request appropriate support and would therefore 
seem a vital part of a move towards the challenge of increased personalisation and 
choice. It will be important to ensure that services do not forget the carer in this 
challenge, and continue to ensure that carers also receive personalised care. Carers 
have reported a lack of knowledge of services available for them (e.g. Chambers et 
al 2001). Perhaps this challenge needs to make it clear that services should aim to 
provide more information about what services are available for carers as well as 
for clients.
Challenge: Changing the way we approach risk assessment and management
Brief Description: Services are encouraged to accept risk as an inherent part of 
living with a mental health problem. Risk assessment and management is 
encouraged to be a more transparent procedure, with clients and carers playing a 
more active role in the process. Positive risk taking is encouraged in a context of 
learning from incidents rather than laying blame for incidents that occur.
Although this challenge marks a positive move away from services with a risk- 
averse culture, services must be mindful of the impact this might have on carers, 
who also carry the emotional burden if an incident was to occur. This challenge is 
linked with that of establishing a recovery ‘culture’ as staff will need to be 
supported to take positive risks. It will also be important to consider how carers can 
be supported to feel comfortable with taking positive risks.
Some carers have reported that they felt that services relied upon them too much in 
times of crisis (Askey et al. 2009) therefore it would be important to ensure that 
carers felt comfortable with the role they are allocated to play in the risk 
management strategy of the client. However, since this challenge suggests that 
carers should be involved in the planning and management of the risk, they would 
presumably be in a position to raise any uncertainties they may be feeling. It should 
be acknowledged however that clients’ and carers’ views may differ. Staff may
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need to consider how to handle situations in which one person’s wishes are not 
followed as this may lead to the carer or client feeling undermined.
Challenge: Redefining service user involvement
Brief Description: Clients and carers should be recognised as ‘experts by 
experience ’ and accepted as equal partners in care. Integral to this is recognising 
that clients and carers themselves may have the solutions to many problems that 
staff may find difficult. Staff need to become comfortable in this new position 
alongside clients and carer's rather than 'on top'. Clients and carers should be 
involved as partners at every level of the organisation.
This challenge clearly outlines that carers as well as clients should be involved in 
all aspects of the client’s care and echoes the government’s recommendation that 
services should ‘recognise the expertise of, and work in genuine partnership with, 
carers at all levels of service design and delivery” (DoH, 2010a, p6). The DoH 
(2009) also asserts that carers should have access to information necessary to fulfil 
their role. Being respected as an equal partner in care may make it easier for carers 
to access appropriate information about the client’s care.
The diversity of carer experience and views must be acknowledged, and there may 
be some carers who find it more stressful having to play a bigger role in important 
decisions. However, by being more involved in the planning of care, carers may 
have more control over their role and therefore be able to manage how much 
responsibility they want to take on.
Clients will also have their own opinions as to how involved they want their carer 
to be in their care. It could occur, and has in my clinical experience, that a client 
does not want the carer to be as involved as the carer expects to be. Services should 
be mindful of the difficulties this may raise and attempt to deal sensitively with the 
differences in opinion, working transparently and avoiding where possible making 
the carer feel excluded. In situations like this, it is important to remember that 
client, carer and staff member are working as equal partners, with different areas of 
expertise. Perhaps in this situation, the staff member’s area of expertise needs to be 
in negotiation and mediation, so that a decision can be agreed upon. Clinical 
psychologists’ training enables them to undertake this role but they should also 
consider how they can support other staff members in becoming confident in these 
areas.
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Challenge: Transforming the workforce
Brief Description: A radical transformation of the workforce is recommended, with 
the long-term aim of having 50 percent o f the workforce comprised of 'peer- 
professionals' who have been trained by the local Recovery Education Centre.
The concept of ‘peer professionals’ echoes the wish of carers to be respected by 
professionals and be seen as part of the multidisciplinary team (Askey et al. 2009). 
The principles behind this challenge would facilitate carers to use their experience 
and skills to obtain a paid job. Additionally, becoming part of the workforce would 
give carers another way to influence how services are run.
However, this challenge seems to assume that carers would want to become peer- 
professionals. Although this may be true in most cases, some carers may not want 
to expand their role into a formal role in employment and may want the 
opportunity to explore employment opportunities in other areas. Additionally, 
carers highlight the need for a break from the caring role (Carers UK, 2003). The 
recovery movement focuses on getting carers more involved however does not 
explicitly consider when carers might like time away from their caring role. 
Although encouraging carers to be more involved in the planning of care may 
result in carers being able to request a break from their role, perhaps there needs to 
be a bigger emphasis on the need for carers to have breaks within recovery 
philosophy.
Challenge: Supporting staff in their recovery journey
Brief Description: This challenge recognises the impact that becoming more 
recovery-oriented will have on staff. It outlines how staff should be supported in 
their recovery journeys, helping them to feel comfortable putting the needs of the 
client first. This challenge aims to support staff in disclosing their own experience 
of mental health problems without fearing prejudice from colleagues. Staff 
members' lived experience should be valued and policies should be developed to 
optimise staff mental health.
Clinical experience and common sense would suggest that optimising staff mental 
health should allow them to practice to a higher standard, which would benefit 
everyone, including carers. Additionally, encouraging staff to disclose their own 
experiences may help to tackle stigma and contribute to a more recovery-oriented
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culture in the workforce as well as in the communities in which the workforces are 
based.
This challenge positions carers alongside staff, and they are suggested to be 
supported to be comfortable putting the needs of the client first (Sainsbury Centre,
2009). This suggests that it is the client’s needs that will come first, and that the 
carer will be supported to support this. It is not clear whether this support would 
extend to helping carers fulfil their own life goals, or stop at helping the carer to 
help the client pursue their own life goals. If it is the latter, perhaps the principles 
of recovery need to be broadened to ensure that carers are encouraged to pursue 
their own recovery journey, as well as supporting the journey of their loved-one.
Challenge: Increasing opportunities for building a life ‘beyond illness'
Brief Description: This challenge has the long-term aim of making not just services, 
but communities, more recovery-oriented. Services are encouraged to focus not 
only on integration of clients into the community but also on promoting social 
inclusion across diverse cultures. Emphasis is placed on better preparation for 
discharge from inpatient to community settings. Helping people to access paid 
employment should be given priority and not seen as secondary to other aspects of 
the individual’s health care. Inter-agency working is seen as a high priority in 
order to ensure that the client has opportunities to pursue their life goals and live a 
fulfilling life with the presence of their problem.
This challenge seems to encompass many of the principles of recovery and also 
seems to touch upon some of the issues raised by carers as important.
Carers often report feeling isolated and lonely and avoiding social contact within 
the community through fear of stigma (e.g. Gray et al. 2009). An emphasis on 
promoting social inclusion and changing attitudes towards mental health may help 
to change this, although it may be useful to emphasise that both clients and carers 
may need support integrating into the community. Additionally, better preparation 
for discharge is something that carers have reported to be important, with particular 
emphasis on support for future social inclusion (Askey et al. 2009).
Employment brings economic and psychological benefits (DoH, 2009) therefore 
making access to employment a priority would seem constructive.
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However, this challenge seems to focus a lot on employment as a way of helping 
clients to have a meaningful life beyond illness. Many of the examples of service- 
level outcome indicators outlined in the recovery methodology (Sainsbury Centre,
2010) focus on measuring how many clients are in or aiming for employment. 
Although paid employment would have obvious benefits for individuals and the 
economy, there are also presumably things other than employment that are 
important for building a meaningful life. For example, a client may value having a 
family, being a good mother or father or being an important part of the community 
by, for example, undertaking voluntary work. These roles could also be argued as 
important for society and the economy. Just as clients may have differing values, 
carers may also have different opinions as to what constitutes a meaningful life 
beyond illness.
It is important to remember that carers, too, will need to build a life beyond illness. 
‘Enabling those with caring responsibilities to fulfil their educational and 
employment potential’ is defined as a priority area in government policy for carers 
(DoH, 2010c, p.6). Carers themselves also recognise that ‘it is not just the sufferer 
who needs a recovery path -  it is also everyone else who falls within the illness’s 
orbit’ (Gould, 2005, online). Recovery literature recognises this and urges services 
to facilitate carers in their own recovery process (e.g. Sainsbury Centre, 2008). 
However, some authors argue that the emphasis on the individual process of 
recovery has resulted in the social aspects of recovery being neglected (Topor et al. 
2009). Although this challenge prioritises helping clients find employment, it does 
not clearly say that carers too should be supported into work. Many carers feel 
they need to give up work in order to focus on their caring role (Carers UK, 2003) 
and therefore they may also benefit from similar support.
Conclusion
This essay has considered some of the implications of a move towards recovery- 
orientated practice for carers. There are no doubt many more that are beyond the 
scope of this essay and it is important to note that not all carers will identify 
themselves as being a carer. For example, sometimes the line between being a 
parent and becoming a carer can be blurred (Gray et al. 2009). Therefore, future 
research into recovery may benefit from considering the impact of recovery on all
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those people who surround the client, regardless of whether they choose to class 
themselves as a ‘carer’.
As outlined above, there seem to be two main ways in which government policy 
and research suggests carers should be supported: to be more involved with the 
care of the client and to maintain their own health and meaningful life. The 
guidelines for making practice more recovery-oriented seem to compliment these 
principles and this essay has outlined some positive implications that a move 
towards recovery-orientated practice might have for carers. However, a recurring 
theme throughout the essay was that the methodology paper given to services 
(Sainsbury Centre, 2010) is often unclear as to whether the term ‘user’ 
encompasses carers as well as clients. As this document is what is given to services 
and is what staff are likely to read, it will be important to clarify this so that staff 
can recognise the importance of involving carers at both an individual level, 
contributing towards the client’s care plan, and at a service level, contributing 
towards how services are delivered.
It is important to ensure that the strong focus on the client’s goals does not make 
carers feel excluded. Because the recovery movement focuses so much on the 
client’s agency and choice, it sometimes seems to neglect to recognise the 
differences in values and opinions that might exist between the client and the carer, 
However, this is perhaps more due to the wording of policy documents than to the 
underlying principles themselves, and I hope that the individualised nature of 
recovery philosophy will enable issues of diversity to be captured and dealt with, 
allowing each individual and their family to shape the way they want to be 
supported or support themselves. Authors such as Topor et al (2009) remind us 
that other factors implicated in recovery, such as social relationships, must not be 
neglected from research and guidelines on the recovery-orientated practice.
In conclusion, a move towards recovery-orientated practice appears to have many 
positive implications for carers. However, it will be important to ensure that staff at 
all levels of the organisation are encouraged to involve carers and consider how 
carers fit into recovery philosophy. This could be achieved through more explicit 
guidance and policy on how recovery-orientated practice can improve support and 
recognition for carers. Of equal importance will be individual staff members 
acknowledging the expertise of carers and embedding recovery values into their 
day-to-day practice.
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Introduction to the Clinical Dossier
The Clinical Dossier contains an overview of my clinical experience gained 
over the course of the three years of the clinical training programme. This 
includes placements in adult mental health, adults with learning disabilities, 
child and adolescent mental health, older adults and my specialist placement 
in paediatric oncology. Due to their confidential nature, documents relating 
to each of these placements (placement contracts, logbooks of clinical 
experience and evaluation of trainee forms) have been included in Volume 
II.
Four written case reports were completed over the course of the three years 
of the clinical training programme: two from the first placement in adult 
mental health, one during the placement for people with learning disabilities 
and one for the specialist placement in paediatric oncology. In addition, an 
oral presentation of clinical activity was completed during the child and 
adolescent mental health placement. Summaries of all the case reports and 
presentation have been included in this dossier with full case reports being 
included in Volume II.
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Overview of Clinical Experience
Adult Mental Health: Community Mental Health Team (CMHT) 
October 2009 -  September 2010
The CMHT provided a specialist mental health service for working age 
adults with mental health difficulties. I worked within a multidisciplinary 
team (MDT) consisting of psychiatrists, community mental health nurses, 
occupational therapists (OTs), psychotherapists and clinical psychologists. 
My clinical experience included: commimity work in the CMHT and GP 
surgeries, working with individuals and families, joint working, consultation, 
service development and teaching. The predominant model for therapy on 
this placement was Cognitive Behavioural Therapy (CBT) although I was 
encouraged to integrate other approaches including narrative and systemic. 
During the placement I worked with twelve individuals presenting with a 
range of difficulties including eating disorders, depression, self harm, 
emotional regulation difficulties, obsessive compulsive disorder (OCD), 
generalised anxiety, phobias and psychosis. My involvement ranged from 
carrying out initial assessments to offering individual or family work, risk 
assessment. I carried out three psychometric assessments.
Learning Disabilities: Community Team for People witb Learning 
Disabilities (CTPLD)
October 2010 -  April 2011
The CTPLD provided support to adults with mild to severe learning 
disabilities. The service consisted of a MDT including clinical psychologists, 
community nurses, psychiatrists, psychotherapists and speech and language 
therapists (SLTs). During the placement I worked with eight individuals 
presenting with a range of difficulties and diagnoses including Autism 
Spectrum Disorder (ASD), Down’s Syndrome, Tuberous Sclerosis, 
dementia, challenging behaviour, anxiety, phobias and bereavement. My 
clinical experience included working with people with mild to severe 
learning disabilities and their families and carers, joint working, 
consultation, functional assessment of behaviour, formal observations and
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teaching. I liaised with a variety of outside agencies including residential 
homes and workplaces. I also completed three psychometric assessments 
including an assessment of dementia. An integrated therapeutic model was 
adopted on this placement incorporating aspects from CBT, systemic, 
psychodynamic and behavioural approaches.
Children and Families: Child and Adolescent Mental Health Service 
(CAMHS) and Child Development Centre (CDC)
April 2011 -  September 2011
I was based in both a CAMHS and a CDC. CAMHS offers support to 
children with mental health difficulties and their families. The CDC offers 
assessments and support for children under five with developmental 
difficulties such as ASD or global developmental delay. CAMHS is a MDT 
including psychiatrists, clinical psychologists, art therapists, family 
therapists and social workers. My clinical experience in CAMHS included 
individual and family therapeutic work, consultation, joint work, assessment, 
observation and teaching. I worked with six children with a range of 
presenting difficulties including OCD, school refusal, eating difficulties, 
ASD, anger and challenging behaviour. I also co-facilitated a group for 
children with anxiety and depression. I worked with three families in the 
CDC, often working jointly with paediatricians. I worked with a range of 
difficulties including ASD, global developmental delay, behaviour 
difficulties and attachment difficulties. I used CBT, systemic, behavioural 
and narrative therapeutic models on this placement. I completed two 
psychometric assessments.
People in Later Life: Clinical Psychology Physical Rehabilitation 
Service November 2011 -  September 2012
This Clinical Psychology service offers psychological support to people 
who have had physical health problems, such as stroke or multiple sclerosis. 
The service covers three hospitals and works with the MDTs in each of the 
hospitals consisting of nurses, doctors, physiotherapists, occupational 
therapists and speech and language therapists. During this placement I
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worked with inpatients, outpatients and groups of individuals. I worked with 
eight individuals over the age of 60 on this placement and was also involved 
with a falls group and facilitated a reminiscence group for people with 
dementia. I was mainly based on the stroke ward however I also worked 
with individuals with other diagnoses including fractures, cellulitis and 
dementia. My clinical experience included working alone and jointly with 
individuals and families, offering consultation to individuals and teams, 
teaching and training and psychometric assessment. The main therapeutic 
models on this placement were CBT, rational emotive behaviour therapy 
and systemic.
Specialist Placement: Psychology Service, Paediatric Oncology 
November 2011 -  September 2012
This placement was based in the psychology service of a paediatric 
oncology unit at a specialist cancer hospital. The psychology service was 
part of a MDT that included doctors, nurses, social workers, play specialists, 
occupational therapists, dieticians, physiotherapists, speech and language 
therapists and clinical psychologists. The service offers support to children 
aged 0-19 years with a diagnosis of cancer. I had contact with children and 
families on inpatient wards, the day unit, outpatients and the community 
including school visits. During this placement I worked with 20 children 
and their families with a variety of cancer diagnoses and presenting 
difficulties including issues around adjustment to diagnosis and treatment, 
anxiety, panic attacks, social skills difficulties, issues aroimd identity post­
treatment, sibling coping difficulties, behavioural difficulties, concerns 
about cognitive functioning post-treatment, late effects of treatment and 
self-injurious behaviour through non-compliance with treatment. My 
clinical experience included working therapeutically with children, siblings 
and families, consultation to and liaison with the wider healthcare system 
and schools, assessments, observations, psychometric and 
neuropsychological assessment and teaching/training. An integrated model 
of working was used on this placement incorporating principles from CBT,
systemic, narrative, behavioural and solution-focussed approaches.
92
Case Report One: Summary
May 2010 
Year 1
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Pam Smith is a 41 year old woman who was referred for depression and 
suspected bulimia. Pam was assessed by my supervisor in my absence and 
completed the CORE, BDI-II and BAI. I began work with Pam which is 
ongoing.
Pam’s father often made derogatory comments to her when she was younger. 
Although Pam did well academically at school, she left aged 15 when she 
met her ex-husband. He psychologically abused Pam and they later divorced. 
Soon after, her mother died and her sister moved away. Pam later remarried 
and has good relationships with her immediate family. She seemingly coped 
well with the significant life events she experienced until last year, when she 
approached her GP for help.
My initial formulation was informed by a cognitive model and hypothesised 
that Pam’s low mood stemmed from core beliefs and dysfunctional 
assumptions that she has developed as a result of her life experiences. 
Making herself sick seems to be a maladaptive coping strategy that serves to 
reinforce her core beliefs.
Our work so far has focussed on lifting her low mood. We used a cognitive 
behavioural approach to monitor and challenge her thoughts, encouraging 
an awareness that thoughts are not facts. Pam applied skills she leamt within 
sessions to real life situations, resulting in reported improvements in her low 
mood. Progress related to her goals was also reviewed. A cognitive model 
of self esteem informed a reformulation which accounted for traumatic 
experiences Pam began to disclose in our later sessions.
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Case Report Two Summary
August 2010 
Year 1
95
Mark Jones, a 35 year-old man, was referred for help with OCD. I assessed 
Mark alongside my supervisor. I spent 23 sessions with Mark; we have one 
more session before ending.
Mark's father, who has a history of depression, was a strict parent and often 
made Mark feel as if he was ‘not good enough’. Mark's rituals reportedly 
began when he was in his teens. Mark succeeded in jobs despite his OCD 
until he resigned from a job he enjoyed to work for the family business. This 
was very stressful and seemed to trigger the deterioration of Mark’s 
difficulties.
My initial formulation was informed by a cognitive model and hypothesised 
that Mark’s OCD stemmed from core beliefs that he had developed as a 
result of childhood experiences. Maintaining factors seemed to include 
stresses within his job and feeling helpless in the face of his overwhelming 
OCD. By performing rituals, Mark reinforced his core beliefs as he was 
preventing opportunities to learn that they may be incorrect.
Our work was informed by a cognitive-behavioural approach, incorporating 
elements of exposure and response prevention and mindfulness. Mark began 
to refrain from doing rituals. He also started building a personal model of 
resilience, detailing his strengths and achievements as well as 'exceptions' to 
his OCD.
Mark seemed ambivalent about change and struggled to engage fully with 
therapy. Although behavioural indicators suggested Mark had made 
progress, towards the end of therapy Mark continued to express doubts that 
he would be able to overcome OCD.
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Case Report Three Summary
April 2011 
Year 2
97
Jimmy Smith was a white British man in his early fifties with learning 
disabilities. Jimmy was referred for a memory assessment by his GP 
following concerns that his memory had deteriorated. An investigation into 
the presence and cause of these difficulties was requested. Jimmy’s 
difficulties had appeared gradually over the past eighteen months. In this 
same period of time, Jimmy had experienced eight bereavements.
Neuropsychological testing was undertaken based on two hypotheses:
Hypothesis 1 : Jimmy will have a neuropsychological profile consistent with 
early dementia.
Hypothesis 2\ Jimmy’s difficulties are a result of the significant distress 
following the multiple bereavements he experienced.
The WAIS-III and WMS-III were administered. Full batteries were used in 
order to gain enough information to obtain index scores and to provide a 
comprehensive baseline against which future testing could be compared. 
Jimmy seemed to enjoy the assessment sessions and was not visibly anxious 
or distressed.
WAIS-III results indicated a profile that was consistent with Jimmy’s 
educational background. WMS-III results were generally higher than 
predicted by his WAIS-III performance, with the exception of the Working 
Memory Index.
Overall, results suggested no evidence of deterioration in memory due to 
dementia. It was concluded that Jimmy’s difficulties were due to the impact 
of the distress of multiple bereavements on his cognitive functioning, in 
particular his attention skills and processing speed abilities. Results were fed 
back to Jimmy and recommendations made.
98
Oral Case Report Summary
September 2011 
Year 3
99
Elsie Smith, a twelve year old girl, was referred to Child and Adolescent Mental 
Health Services (CAMHS) by her GP following concerns that performing rituals 
Was impacting upon her day-to-day functioning. Elsie was initially seen by the 
CAMHS psychiatrist who diagnosed her with Obssessive Compulsive Disorder 
(OCD) and referred her for Clinical Psychology input. At the initial Clinical 
Psychology assessment, Elsie did not describe any clear thoughts behind the 
compulsions. However, Elsie was driven to do rituals because of the great sense of 
discomfort she felt in response to certain triggers, such as her mother saying a 
‘wrong’ word. Rituals were an efficient way for Elsie to manage this sense of 
discomfort, meaning that Elsie did not have to be exposed to this feeling of 
discomfort for long periods of time. Elsie had therefore been unable to learn that 
she could manage the discomfort without performing rituals.
Intervention
Elsie and her mother agreed that Elsie would see me weekly for Cognitive 
Behavioural Therapy (CBT) for OCD. Elsie and her mother felt a lot of shame 
about the OCD. Additionally, Elsie’s mother seemed to blame Elsie, rather then the 
OCD, for the stress it was causing the family. I therefore incorporated narrative 
techniques in order to externalise the problem and help Elsie and her mother team 
together to fight the OCD.
From the first session I encouraged Elsie and her mother to externalise the OCD 
from Elsie. Elsie thought of a name for the OCD (‘The Thing’) and drew what she 
thought it looked like. Elsie liked to use the metaphor of a bully to describe The 
Thing; the more she gave it what it wanted, the more it asked for. We used a 
narrative technique, mapping the problem, to determine which areas of her life she 
controlled and which The Thing controlled.
Elsie learnt how to use exposure and response prevention (ERP) techniques to fight 
The Thing one ritual at a time. Because The Thing often asked her mother to do 
rituals, her mother played an important role in ERP tasks. Elsie learnt tools to help 
her cope with the feeling of discomfort that occurred when she did not do the ritual, 
such as remembering to ‘surf the urge’.
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Outcome
In our final sessions, Elsie reported feeling more confident in fighting The Thing 
and both Elsie and her mother identified that they had successfully eliminated some 
rituals. Elsie’s score on the Yale-Brown Obssessive Compulsive Inventory 
Compulsion Scale had reduced from 15 (start of therapy) to 11.5 (final session). 
However, The Thing was still having a significant impact on the family. Therefore, 
Elsie’s mother will have sessions with the psychiatrist in the team, who is family 
therapy trained, to support her in helping Elsie continue to use the techniques she 
has learnt. My supervisor and the psychiatrist will conduct a joint review in two 
months’ time to determine whether further therapy for Elsie is necessary.
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The impact of childhood cancer across the family
Case Report Four Summary
May 2012 
Year 3
102
The Matthews family were referred to the Paediatric Psychology Service at 
a specialist cancer hospital. Alex, a seven year old boy, was attending 
hospital for treatment for relapsed medulloblastoma. The family were 
having difficulty coping with the behaviour of his five year old sibling, 
Callum. Callum was refusing to eat and was displaying ‘hyperactive’ 
behaviour. I spent six sessions with the family and the work is ongoing.
While Mrs. Matthews was pregnant with Callum, Alex was first diagnosed 
with cancer. There were no problems with her pregnancy with Callum, who 
reportedly reached all developmental milestones. Callum did not experience 
behavioural difficulties until recently. The family felt that his change in 
behaviour coincided with Alex’s relapse several months ago.
My initial formulation was integrative and incorporated individual and 
systemic factors. Behavioural theory informed formulation about how 
Callum’s behaviours were being reinforced.
The work was based on a solution-focussed approach, which was chosen for 
its non-blaming, empowering emphasis. I used techniques from this 
approach, such as looking for exceptions and complimenting, in order to 
help the family identify their own solutions and recognise their 
achievements. Behaviour management strategies were incorporated into the 
intervention as appropriate.
Callum’s behaviour improved significantly and the family felt more able to 
cope following intervention so far. Working with the family to date was a 
privilege and contributed towards both my professional and personal 
development.
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Introduction to the Research Dossier
The Research Dossier includes a service-related research project (SRRP) 
that was carried out during the first year of the clinical training programme 
whilst on the adult mental health placement. This dossier also contains the 
major research project (MRP). A research log checklist is included, 
outlining different aspects of research and research tasks that have been 
completed over the course of the clinical training programme. Finally, a 
group qualitative research project was conducted in the first year of the 
clinical training programme, which investigated trainees’ perceptions of 
pregnancy and motherhood during clinical psychology training. The abstract 
of this project is included in this volume.
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Service Evaluation of Large Group CBT for Anxiety 
and Depression in Primary Care
Service Related Research Project
July 2010 
Year 1
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Abstract
Title: Service Evaluation of Large Group CBT for Anxiety and Depression 
in Primary Care.
Objective: To evaluate the effectiveness of the Mood Management Group 
(MMG) programme, a group CBT intervention for individuals with anxiety 
and depression in Primary Care, in reducing symptoms of depression and 
anxiety.
Design: A one group pre-test -  post-test design was utilised to evaluate the 
outcome of the MMG. Scores from three measures were analysed.
Setting: Various community mental health settings across a Trust in 
southern England.
Participants: Data was collected from three groups. A total of 70 
participants were selected by opportunity sampling. Ages ranged from 19 to 
73 with a mean age of 51. The majority of the sample was female. All 
participants were of white British ethnic origin.
Analysis: Paired samples t-tests and analysis of clinical significance.
Results: Scores on measures of anxiety, depression and work and social 
adjustment showed a statistically significant decrease between baseline and 
post-intervention. Around a third of individuals showed a decrease in 
symptoms of anxiety or depression that was both reliable and clinically 
significant.
Conclusion: The present study demonstrated the effectiveness of the Mood 
Management Group programme in alleviating symptoms of anxiety and 
depression amongst individuals in Primary Care. The researcher 
recommends that further funding is Obtained to continue the group 
programmes across the trust.
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Introduction
Service providers in Primary Care are expected to deliver efficient, safe and 
effective services for psychological problems. Depression and anxiety are 
the most prevalent psychological problems in Great Britain (Office for 
National Statistics, 2006). The National Institute of Clinical Excellence 
(NICE) guidelines recommend the use of Cognitive Behavioural Therapy 
(CBT) for depression (NICE, 2009) and anxiety (NICE, 2007). In recent 
years, waiting times for CBT have grown. Thus mental health services have 
searched for ways to meet this increasing need. NICE guidelines for 
depression and anxiety recommend a stepped care model of services. This 
approach acknowledges that whilst some people need intensive approaches, 
such as individual CBT, others may be helped by low-intensity approaches 
such as self-help. Improving Access to Psychological Therapies (lAPT) is 
aimed at implementing this stepped care model and from April will become 
part of the Primary Care Mental Health Team that this project has been 
conducted within.
In a climate of limited resources, group CBT may be a more cost-effective 
approach to delivering intervention as it allows more individuals to be seen 
at the same time (Morrison, 2001). According to Morrison (2001), such 
group-based CBT interventions are equally as effective at reducing 
symptoms of psychological distress as individual therapies for a variety of 
mental health difficulties. Group CBT has repeatedly been shown to be 
effective for depression (e.g. Craigie & Nathan, 2009) and anxiety (e.g. 
Dugas et a l 2003). Group CBT fits into Step Three of the stepped care 
approach, aimed at moderate levels of anxiety and depression. Research has 
shown that a group approach has many other advantages, such as 
encouraging a sense of group cohesiveness and recognising that others are 
experiencing similar difficulties (Yalom, 1970). CBT groups in particular 
may provide more opportunities than individual therapy for exploring the 
links between thoughts and feelings as individuals have the opportunity to
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recognise cognitive errors in others as well as themselves (Bieling et a l 
2006).
The Mood Management Group (MMG) evaluated in the present study 
targets individuals with moderate to severe difficulties who need more 
intensive therapy than self help, but may benefit from CBT in a group 
setting. The ten week MMG courses are led by Primary Care Counsellors 
who are experienced in group CBT (see Appendix 1 for an overview of the 
course). Whilst most CBT groups tend to consist of no more than 12 
individuals (Morrison, 2001), the MMG is much larger and accepts an 
average of 23 individuals into each group. There is preliminary evidence to 
suggest that groups with larger numbers are effective (e.g. White & Keenan, 
1990, Houghton & Saxon, 2007). The MMG is not disorder specific and 
accepts referrals for individuals experiencing anxiety and/or depression. 
There has been little research so far into the effectiveness of groups 
targeting both anxiety and depression. However comorbidity of anxiety and 
depression is common (Niles et a l 2005) therefore a group intervention that 
targets both could be a cost-effective way of delivering treatment.
A previous Service Related Research Project (SRRP) reported that the 
MMG significantly reduced symptoms of anxiety and depression symptoms 
as measured by the Hospital Anxiety and Depression scale (HADS; 
Zigmond & Snaith, 1983). The measures by which the groups are evaluated 
are changing, with I APT requiring that all services evaluate their 
interventions using a Minimum Dataset questionnaire (MDQ; Appendix 2). 
The service has begun to use this as a measure of outcome in order to 
prepare for the integration of I APT next year. In accordance with Trust 
policy, interventions should be continually reviewed to ensure quality of 
service (Anonymised NHS Trust, 2009). This report will examine 
effectiveness by looking at scores on three measures from the MDQ. As 
well as examining the effect of the group on scores of anxiety and 
depression, this report looks at differences in baseline and post-intervention 
scores on a measure of levels of impairment in relation to work and social
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adjustment. This w ill provide an indication o f  how much the individual’s
anxiety and/or depression is affecting their everyday life.
The MMG programme began in 2005 with one group running per year. This 
was increased to three groups per year and more recently funding has 
allowed ten courses to run each year. These groups are currently being 
funded by freed-up resources which are a non-recurrent source of funds. 
Therefore it is important to highlight the effectiveness of these groups, as 
demonstrated by scores on measures from the MDQ, to secure further 
funding. The results of this study will give an indication of the effectiveness 
of the MMG intervention. This will have implications for future funding 
bids and additionally will be an important source of information for 
clinicians involved in the intervention.
Objective
To evaluate the effectiveness of the MMG programme in reducing 
symptoms of depression and anxiety and difficulties with work and social 
adjustment by examining the difference between baseline and post 
intervention scores on three measures.
Method
Procedure
The MMG is based on the work of Greenberger and Padesky (1995) and 
comprises ten weekly 90 minute sessions held in a commimity setting. In 
session five, individuals choose whether they would like to join the 
depression or anxiety subgroup, where they spend the remaining five 
sessions. Participants were referred to the MMG by either their GP or 
Community Mental Health Team. If they met referral criteria (Appendix 3)
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individuals were invited to an introductory session after which they could 
decide whether they wanted to attend the full course.
Participants
Seventy participants were selected from three groups by means of 
opportunity sampling. Ages ranged from 19 to 73 with a mean age of 51. 
The majority (72.5 %) of the sample was female. All participants were of 
white British ethnic origin.
Design
A  one group pre-test -  post-test design was utilised to evaluate the outcome 
of the MMG.
Measures
Individuals completed the MDQ at each session. For the purpose of this 
report, only data obtained at baseline (first session) and post intervention 
(last session an individual attended) will be utilised. This report examines 
the effect of the MMG on individuals’ scores on the Patient Health 
Questionnaire (PHQ-9), General Anxiety Disorder Assessment (GAD-7) 
and Work and Social Adjustment Scale (WSAS)
The PHQ-9 (Kroenke et a l 2001) is a measure of depression severity. 
Kroenke and colleagues proposed five cut-off scores which have been 
widely adopted in the literature. Scores below five indicate minimal levels 
of depression, between five and nine mild levels, between ten and 14 
moderate levels, between 15 and 19 moderately severe levels, and scores 
above 20 indicate severe levels of depression. The PHQ-9 has good test- 
retest reliability (r=0.84; Kroenke et al 2001).
The GAD-7 (Spitzer et a l 2006) is a screening and severity measure for 
generalised anxiety disorder. Spitzer and colleagues proposed four cut-off 
points for detecting anxiety symptoms. Below five indicates minimal levels, 
between five and nine mild levels, between ten and 14 moderate levels and
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between 15 and 21 severe levels of anxiety. The GAD-7 has good test-retest 
reliability (ICC’=0.83).
The WSAS (Mundt et al. 2002) is used to measure the impact an 
individual’s psychological problems have on their work and social 
adjustment. Mundt and colleagues proposed three cut-off points, suggesting 
that scores below ten indicate non-clinical impairment. Scores between ten 
and 20 indicate significant but not severe impairment, and scores above 20 
indicate moderately severe or severe impairment. The WSAS has a test- 
retest reliability of 0.73 (Mundt et a l 2002).
Analysis and Results
Quantitative data derived from the PHQ-9, GAD-7 and WSAS was obtained 
from seventy individuals. Previous research tended to include scores in an 
analysis if the individual had attended at least half of the sessions (e.g. 
Kingston et a l 2007, Ma & Teasdale, 2004). Since the MMGs split at 
session five into either depression or anxiety subgroups, only those who 
attended at least seven sessions, and therefore experienced their subgroup, 
were included in the analysis. Data from 51 individuals who had attended at 
least seven sessions was analysed using statistical tests on SPSS software 
(version 16). Kolmogorov-Smimov tests confirmed that data was normally 
distributed (Appendix 4).
Table 1 outlines the percentages of individuals in each category of the three 
measures using cut-off points outlined by previous research. Eighty eight 
per cent of participants scored in the clinical range at baseline on both the 
PHQ-9 and GAD-7.
’ Intraclass correlation coefficient
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Table 1: Levels o f anxiety and depression at baseline and post-intervention
Measure Category
% in
category at 
Baseline
% in category at 
Post Intervention
PHQ-9
(depressive
symptoms)
Minimal (non- 
clinical) 5.9 29.4
Mild 35.3 37.2
Moderate 23.5 15.6
Moderately
Severe 23.5 13.7
Severe 11.8 3.9
GAD-7 (anxiety 
symptoms)
Minimal (non- 
clinical) 11.8 31.4
Mild 33.3 33.3
Moderate 31.4 17.6
Severe 23.5 17.6
WSAS
questionnaire 
(work and social 
adjustment 
difficulties) Non-clinical 16 54.9
Significant but 
not severe 60 25.5
Moderately
Severe/Severe 24 19.6
Two cases scored below the cut-off on all measures at baseline therefore 
were not included in any of the following analyses.
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Paired samples t-tests were used to evaluate the impact of the MMG on 
individuals’ symptoms of depression and anxiety (measured by the PHQ-9 
and GAD-7) and on individuals’ difficulties with work and social 
adjustment (measured by the WSAS).
Changes in levels o f depression and work and social adjustment 
difficulties in individuals presenting initially with symptoms o f depression
Effectiveness
Individuals who scored above the clinical cut-off on the PHQ-9 (Kroenke et 
al 2001) at baseline were included in a paired samples t-test to examine the 
difference between baseline and post-intervention scores on the PHQ-9 and 
WSAS. Those who scored below the clinical cut-off at baseline on the PHQ- 
9 were not included as this was taken to indicate that they were not suffering 
from symptoms of depression at the start of the group.
Results showed a statistically significant difference in PHQ-9 score (n=48) 
from baseline (M=12.5, SD=5.1) to post-intervention (M=8.5, SD=5.5), 
/(47)=5.4, p<.001, r=0.62 and a statistically significant difference between 
WSAS scores (n=47) at baseline (M=16.5, SD=6.2) and post-intervention 
(M=12.2, SD=8.7), r(46)=4.2, p<0.001, r=0.52. The large effect sizes in 
both analyses (Field, 2009) suggest that the MMG significantly decreased 
levels of depression and work and social adjustment difficulties amongst 
participants.
Clinically significant and reliable change
Clinically significant change is being defined in this report as when the 
post-intervention mean is closer to the non-clinical mean (Jacobson & Truax, 
1991). Reliable change takes into account how reliable a measure is and 
indicates whether observed change is more than one would expect due to 
measurement error. The reliable change index for each measure was 
calculated following guidelines in Jacobson and Truax (1991).
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The reliable change index for the PHQ-9 was calculated as a change of at 
least seven points. Thirteen out of 48 (27.1%) individuals who scored in the 
clinical range on the PHQ-9 at baseline showed a reliable decrease in scores 
from baseline to post-intervention. Based on the method described by 
Jacobson and Truax (1991), one third of people (10 out of 30) reported a 
change in PHQ-9 score that was both reliable and clinically significant.
Due to the absence of previous data illustrating the non-clinical mean and 
clinical mean scores on the WSAS, clinical significance was unable to be 
examined on scores on this measure. However reliable change was explored. 
Reliable change on the WSAS was calculated as a change of at least nine 
points. Eleven of the 41 individuals (26.8%) who scored above the cut-off at 
baseline on the PHQ-9 and WSAS showed a reliable decrease in their 
WSAS score.
Changes in levels o f anxiety and work and social adjustment difficulties in 
individuals presenting initially with symptoms o f anxiety
Effectiveness
Individuals scoring above the clinical cut-off (Spitzer et a l 2006) on the 
GAD-7 at baseline were included in paired samples t-tests examining 
differences in baseline and post-intervention scores on the GAD-7 and 
WSAS. Results showed a statistically significant decrease in GAD-7 score 
(n=45) from baseline (M=11.4, SD=4.4) to post-intervention (M=8.4, 
SD=5.4), /(44)=4, p<.001, r=0.52 and a statistically significant decrease in 
WSAS score (n=44) between baseline (M=16.8, SD=5.8) and post­
intervention (M=12.8, SD=8.8), /(43)=4.1, p<0.001, r=0.53. The large effect 
sizes in both analyses (Field, 2009) suggest that the MMG significantly 
decreased levels of anxiety and work and social adjustment difficulties 
amongst participants.
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Clinically significant and reliable change
The reliable change index for the GAD-7 was calculated as a change of at 
least six points. Fourteen out of 45 (31.1%) of individuals who had a 
baseline score in the clinical range of the GAD-7 showed a reliable decrease 
in their score. Based on the method described by Jacobson and Truax (1991), 
39.3% (11 out of 28) of individuals scoring in the clinical range at baseline 
reported a change in GAD-7 score that was both reliable and clinically 
significant. Ten of the 40 individuals (25%) who scored above the cut-off at 
baseline on both the GAD-7 and WSAS showed a reliable decrease in their 
WSAS score.
Summary o f Results
Scores on all measures showed a statistically significant decrease between 
baseline and post-intervention. Around a third of individuals showed a 
decrease in symptoms of anxiety or depression that was both reliable and 
clinically significant. Around a quarter of individuals showed a reliable 
decrease in difficulties with work and social adjustment.
Discussion
The present study investigated the effectiveness of a group intervention for 
individuals presenting with anxiety and/or depression in Primary Care. 
Findings support the idea that group-based CBT is effective in alleviating 
symptoms of anxiety and depression. This replicates results from previous 
research and adds to the evidence base that groups aimed at both anxiety 
and depression can be an effective approach.
The majority of individuals began the MMG course with moderate to severe 
levels of anxiety and depression. Post-intervention, the majority of 
individuals had fallen to within either non-clinical or mild categories. 
Statistical tests indicated that this was a statistically significant change and 
that between 33% and 39% of individuals had a drop in score that was both
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reliable and clinically significant. This is comparable to previous research 
which has demonstrated that group CBT had resulted in between 28% (e.g. 
Houghton & Saxon, 2007) and 52% (e.g. Dugas et a l 2003) of individuals 
reporting clinically significant change between baseline and post­
intervention.
The high proportion of comorbidity of anxiety and depression within this 
sample supports previous research (e.g. Niles et a l 2005) and suggests that 
there is a need for groups that target both. The findings indicate that mixed 
groups can be effective at reducing symptoms of anxiety and depression. 
Additionally results showed that the MMG reduce the severity of difficulties 
with work and social adjustment. This suggests that the MMG course can 
also reduce the impact of psychological problems on a person’s work and 
social life, which may help people to continue working throughout their 
illness, or increase individuals’ ability to return to work if they are currently 
unemployed due to their illness. Furthermore, the results suggest that larger 
groups can be effective, which is useful when considering how to manage 
waiting lists whilst continuing to provide a quality service. Combined, this 
would suggest that the MMGs would be an efficient use of resources.
Limitations
It is important to acknowledge that the change observed in the present study 
may not be entirely attributable to the MMG intervention. Differences 
between baseline and post-intervention scores could be due to factors other 
than the MMG intervention. For example, spontaneous recovery, a decrease 
in symptoms with no intervention, is relatively common amongst those with 
depressive symptoms (Andrews, 2001). Other interfering events, such as 
changes in relationships or social support may also have contributed to 
individuals’ changes in scores.
The MMGs considered in the present study were evaluated using three 
measures. Multiple testing has limitations as using three measures of
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outcome increases the probability of finding a statistically significant 
change that is not due to the group intervention (Barker et al. 2002).
Limitations of the sample group in the present study include an unequal 
number of males and females and a lack of ethnic diversity. The larger 
proportion of females is consistent with research that suggests that women 
are more likely than men to seek help for anxiety and depression (World 
Health Organisation, 2010). Additionally, a high proportion (93%) of the 
population in the geographical area from which the data was taken is white 
British (Office of National Statistics, 2001). It is important to consider the 
findings within the specific context of the service and not generalise these 
results to other clinical populations or geographical areas.
It is important to note that whilst the present study has provided useful 
findings, group interventions should be formally evaluated in a randomised 
control trial which would involve more stringent procedures with regards to 
the sample, baseline data and assessments, and would compare the effect of 
the MMG against other conditions, such as a wait-list control group.
Recommendations
This report suggests that the service is providing an effective intervention 
for individuals with anxiety and depression in Primary Care. It also 
indicates that funding should continue to ensure that the MMGs can 
continue to be implemented across the area.
A feedback session will take place in August during which the results of this 
study will be fed back to the service. Additional information, such as 
qualitative data obtained from feedback from group members, will also be 
discussed. This information has not been included in this report due to word 
restrictions.
A proportion of individuals began the group in the non-clinical or mild 
range of one or more of the measures. The MMG referral criteria targets
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individuals with moderate to severe presentations of anxiety and/or 
depression. The assessment process may need to be refined so that 
individuals with mild symptoms could be offered an alternative intervention. 
Alternatively, referral criteria for the group could be reviewed to include 
those individuals.
Conclusion
The present study illustrates the effectiveness of the MMG in alleviating 
symptoms of anxiety and depression and reducing difficulties in work and 
social adjustment amongst individuals in Primary Care. This effectiveness 
has been shown in a previous study using the HADS as an outcome measure 
and seems to continue to be captured using the new MDQ outcome 
measures. Continued funding would allow these groups to continue to be 
implemented across the trust.
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Appendices
Appendix 1: Overview of the Mood Management Group course
Session 1 -  Understanding the Problem - Introduction to course, course 
structure, and CBT.
Session 2 -  Thinking about Thinking -  exploring thinking and mood
- Session 3 -  Identifying Negative Automatic Thoughts -  Using thought 
records.
Session 4 -  Challenging Negative Automatic Thoughts
- Session 5 -  Balanced Thinking -  looking at evidence for and against 
thoughts.
Session 6 -  Halfway Learning Summary 
At this point the group splits into either the depression or anxiety subgroup.
Session 7 - Understanding Anxiety and Depression 
Session 8 -  Planning Behaviour Change
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Session 9 -  Reviewing personal targets -  identifying new targets, 
trouble shooting
Both sub-groups rejoined for the final session.
Session 10 -  Building and Maintaining Progress for the Future
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Appendix 2; Minimum Dataset Questionnaire
Patient Name: Date completed: Session:
Over the Iasi 2 weeKs. how often nave you been bothered by any CAwfai More Nearly
of the following problems? Not at all ^ J L  than half every
^  the days day
1 Little Interest or pleasure in doing things
2 Feeling down, depressed, or hopeless
3 Trouble falling or staying asleep, or sleeping too much
4 Feeling tired or having little energy
5 Poor appetite or overeating
g Feeling t)ad about yourself — or ttial you are a failure or have let 
yourself or your family down
_ Trouble concentrating on things, such as reading the newspaper or 
watching television
Moving or speaking so slowly that Other people could have noticed? 
8 Or the opposite — being so fidgety or restless that you have tieen 
moving around a lot more than usual
-  Thoughts that you would be better off dead or of hurting yourself in 
some way
Over tfre last 2 weeks, how often have you been bothered by any 
of the following problems?
0 
0 
0 
0 
0 
0 
0 
0 
0
A11-PHQ9 otal score
Not at all Severaldays
More Nearly
than half every 
the days day
1 Feeling nervous, anxious or on edge 0 1 2 3
2 Not being able to stop or control worrying 0 1 2 3
3 Worrying too much about different things 0 1 2 3
4 Trouble relaxing 0 1 2 3
5 Being so restless that it is hard to sit still 0 1 2 3
6 Becoming easily annoyed or irritable 0 1 2 3
7 Feeling afraid as If something awful might happen 0 1 2 3
A12 -  GAD7 total score □
Choose a number from the scale lielow to show how much you would avoid each of the situations or objects
listed below. Then write the number In the box opposite the situation.
0  1.......... 2..................... 3.................4......................5
Would not Slightly Definitely
avoid it avoid It avoid it
6 8
Markedly 
avoid It
A17
A18
A19
Social situations due to a fear of being embarrassed or making a fool of myself
Certain situations because of a fear of having a panic attack or other distressing symptoms (such 
as loss of bladder control, vomiting or dizziness)
Certain situations because of a fear of particular objects or activities (such as animals, heights, 
seeing blood, being in confined spaces, driving or flying).
Always 
avoid it□□□
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Patiélit Name; Date Completed: J  Session: j_________ j
Al 4 - Please indicate which of the following options tiest describes your current status:
Employed full-time (30 hours or more per week) □
Employed part-time □
Unemployed □
Full-time student □
Retired □
Full-time homemaker or carer □
A15 - Are you currently receiving Statutory Sick Pay?
Yes □
No □
A16 - Are you currently receiving Job Seekers Allowance, Income support or Incapacity benefit?
Yes
No Ü
People's problems sometimes affect their ability to do certain day-to-day tasks in their lives. To rate your problems look 
at each section and determine on the scale provided how much your problem impairs your ability to carry out the activity.
1. WORK - if you are retired or choose not to have a job for reasons unrelated to your problem, please tick N/A (not 
applicable)
0 . . . . . . . . 1,
Not at all
2 ....
Slightly
4 ....................5 .
Definitely Markedly Very severely, 
I cannot work
N/A
□
2. HOME MANAGEMENT -  Cleaning, tidying, shopping, cooking, looking after home/children, paying bills etc 
3 4 50  1
Not at all
, 2 ......
Slightly
.  .........
Definitely
. 6 ................. 7................... 8 .
Markedly Very severely
3. SOCIAL LEISURE ACTIVITIES - With other people, e.g. parties, pubs, outings, entertaining etc. 
3 4 50  1,
Not at all
.2 .........
Slightly
. ................
Definitely
. 6 ....... ..........7 ...................8 .
Markedly Very severely
4. PRIVATE LEISURE ACTIVITIES -  Done alone, e.g, reading, gardening, sewing, hobbies, walking etc.
0  1.
Not at all
2................3
Slightly
4 ............  5 .
Definitely
. 6 .................. 7  ..8  .
Markedly Very severely
5. FAMILY AND RELATIONSHIPS -  Form and maintain close relationships with others including the people that I live 
with
0  1.
Not at all
. 2 .............. 3
Slightly
4 ................ . 5 ____ ...6 ................... 7......... ...a.
Definitely Markedly Very severely
At 3 -  W&SAS total score
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Appendix 3: Referral criteria and referral form
Primary Care Mental Health Services
Referral Guide to C ourses:
The Mood M anagem ent and The W ellbeing C ourses
When thinking about referring patients to courses, please keep this information in 
mind.........
Mood Management Course (Step 3 Intervention)
• These courses have been running for over three years; patient reporting and 
analysis of outcome m easurem ents show that patients make significant and 
lasting improvements.
• This course is suitable for people with more moderate to severe mental health 
problems; for example those suffering with, or trying to cope with anxiety or 
depression or a combination of the two for an ongoing period of time.
• It uses Cognitive Behavioural Theraov (CBT) over an in-depth 10 weeks, to 
help deal more effectively with specificallv anxietv and /o r d ep ression . The 
group splits after 6 weeks to tackle each condition separately.
• This group is specific to learning how to Identify and challenge unhelpful thinking 
and to find ways of using this in everyday life.
• The group is run by an experienced team of Senior Primary Care Counsellors 
and Mental Health Advisors. Usually, at least, 2 MHAs and 2 counsellors are 
involved in each group, meaning the MMG Courses can have a higher number of 
participants than Wellbeing Courses.
Wellbeing Course (Step 2 Intervention)
• The Wellbeing Course is run by the Primary Care Mental Health Services Team - 
there being 2 facilitators for each group. The Wellbeing Courses are smaller, up 
to approximately 12 people and are based on the Recovery model.
• This course is suitable for people with more mild, general mental wellness 
difficulties for example:
- Low self esteem  or people who are not feeling good about themselves.
- People wanting to improve their assertiveness
- Problems with coping with stress.
- First presentation of mild depression/ anxiety
• This group is also suitable for those people who have experienced mental health 
problems and are now wishing to step down from medication. The Wellness 
Recovery Action Planning (WRAP) component of the group can be used as a 
form of relapse prevention as well as a self management tool.
• It uses self help tools over 5 weeks, each session lasting an hour and a half, to 
help improve general emotional resilience and educate people about their 
mental wellbeing.
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PRIMARY CARE MENTAL HEALTH SERVICE
MOOD MANAGEMENT AND WELLBEING COURSE 
REFERRAL
Patient’s  Name: Referring Surgery: Referring GP: GP Signature:
Patient’s DOB:
Patient referral date;
Patient’s  Address: (including post code)
Patient’s  Daytime Contact Phone(s) 
Home: Mobile:
Ok to contact |y e s  
Patient by Ok to leave a
YES I P lease tick
phone? NO Message? n o
appropriate boxes
Patient’s  presenting problems/ brief history of problem:
(Including duration, severlty/syrinptoms/how It Is currently affecting their life)
Hovir long have symptoms been present? 
Therapies already accessed?
Patient’s  past psychiatric history?
(incl. selfrham , eating disorders, drug/alcohol abuse)
Other health professionals involved?
(Incl. contact with secondary care/social services/health visitor)
(Please Tick 
Course required)
Mood Management Course Wellbeing Course 
11 Weeks 5 Weeks
Has patient been made aware of the weekly commitment Please tick box l lH j  L-lfJ
Referrals send or fax to:
J
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Appendix 4: Kolmogorov-Smirnov tests for normality
Baseline Post-Intervention
PHQ-
9 GAD-7 WSAS
PHQ-
9
GAD-
7 WSAS
N 51 51 50 51 51 51
Kolmogorov- 
Smirnov Z 0.87 0.72 0.67 0.8 0.95 1.2
Significance 0.44 0.67 0.76 0.55 0.32 0.1
Evidence of feeding back results of SRRP:
From:
Sent: 16 July 2010 10:49
To: Jeffries FW Miss (PG/R - Psychology)
Subject: Service Evaluation of Large Group CBT for Anxiety and Depression in 
Primary Care
Dear Fiona
Thank you so much to coming in today and providing feedback about the service 
evaluation to myseif, xx - Ciinical Lead and xx - Senior Psychologicai Therapist.
Giving an overview of the rationaie behind the research as well as your findings 
was especially useful to xx and xx who have recently joined my team as part of the 
XX recruitment. They now have a much better understanding of the Mood 
Management Group intervention and will now be able to speak knowledgably with 
lAPT trainees, GP's as referrers to the group, and to patients.
Providing an evidence base is particuiariy important when speaking with 
commissioners of services and for feeding back into the national lAPT programme.
We have really enjoyed working with you on this, it is always refreshing to have 
new perspectives on an established intervention, it's what keeps us fresh and 
challenged!
I look forward to receiving a copy of your final submission.
With kind regards
Locality Manager (West)
Primary Care Mental Health Services
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Does working in an eating disorder service have an 
impact on therapist body image?
Qualitative Research Project Abstract
June 2010 
Year 1
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This study adopted a qualitative methodology to explore the impact of 
working with people with eating disorders on therapist body image. Semi­
structured interviews were conducted with five trainee clinical psychologists 
who had experience of working with people with eating disorders. 
Interviews were transcribed and analysed using interpretative 
phenomenological analysis (IP A). It is acknowledged that within IP A 
methodology that researchers bring their own interpretations and 
experiences to the work; a reflective section was incorporated to illuminate 
this. The findings demonstrated the emergence of three superordinate 
themes: comparisons, increased awareness and behavioural change. The 
findings suggest that the impact of working in eating disorders may be 
somewhat more personal than in other therapeutic domains given the 
frequency with which comparisons are made and the experience of 
increased awareness and behavioural changes related to body image. It is 
suggested that self-reflexivity when working in this area is key so that 
therapists may become increasingly self-aware and responsive to the needs 
of their clients whilst being able to manage their own unique responses to 
the work.
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Development and initial validation of child- and 
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By
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1. ABSTRACT
Background: Considering the increasing relevance of the concept of 
personal recovery (PR) in mental health services for all ages and the 
concurrent pressure on services to measure outcome, there has been 
surprisingly little research into the concept of PR or its measurement in 
children.
Objective: Firstly, to develop child- and parent-report measures of PR for 
use in child and adolescent mental health services (CAMHS). Secondly, to 
provide preliminary data on the validity of the child-report measure and to 
assess the relationship between the child- and parent-report measures.
Design: Part one of the study involved developing three questionnaires 
measuring both the child’s PR, from child and parent perspectives, and the 
parent’s PR. Transcripts of previously conducted interviews with young 
people in CAMHS (n=9) and parents (n=12) were analysed to develop items. 
Part two used a cross-sectional questionnaire design to explore the 
psychometric properties of the measures. Parents and children completed 
the newly-developed measures. Children also completed measures of self­
esteem and symptoms.
Participants: Clinicians identified children who had consulted CAMHS for 
anxiety and/or depression when they were between age ten and sixteen. 
Forty-seven children and 55 parents completed questionnaires.
Results: All three measures had good internal reliability (Cronbach’s alphas 
between .87 and .97). All three measures showed a significant positive 
relationship with a measure of self-esteem and a significant negative 
relationship with a measure of symptoms, demonstrating convergent validity. 
All three measures were significantly positively correlated with each other, 
suggesting correspondence between child- and parent-reports of PR.
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Conclusion: This study provides preliminary evidence for the reliability and 
validity of PR measures for use with children. Future research with large 
samples is needed to further investigate the psychometric properties of these 
measures. This study provides a springboard for future research into the 
concept of PR in children and its correlates.
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3. INTRODUCTION
Recovery in the context of mental health (MH) services is a concept that has 
received increasing interest in recent years from various stakeholders 
including service users, health professionals and government (Carson et a l 
2010). Although there is ongoing debate about how to actually define 
‘recovery’, MH services have been encouraged to become more ‘recovery- 
oriented’. In recent years, there have been changes in policy and practice in 
adult MH services due to the increasing significance of the recovery concept 
within UR government policies. Concurrently, services are under increasing 
pressure to use outcome measures to demonstrate their performance. 
Consequently there have been various measures based on the recovery 
concept developed for use in adult MH services. Emphasis has been placed 
on implementing recovery principles for MH services for all ages. However, 
as yet, there has been little research into the recovery concept as it relates to 
children with MH difficulties.
This introduction will outline the origins and definitions of recovery before 
discussing some models of recovery. Measures of recovery and the 
application of the concept to MH services for children and young people 
will be discussed before outlining the aims of the current study.
3.1 Origins of Recovery
Concerns about the treatment of people with mental illness have existed for 
centuries. For example, in the 1700s William Tuke, Concerned about the 
quality of care of people in asylums, opened a private asylum with an 
emphasis upon kindness and moral treatment (Shorter, 1997). However, 
not until recently have these ideas been given a more formal representation 
in MH literature and services. The recovery movement built in momentum 
in the 1980s and is now a prominent concept in adult MH services across 
much of the Western world including Britain (see Stickley & Wright, 2011a
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and b who review both peer reviewed and ‘grey’ British literature on 
recovery).
Unlike most concepts in MH, which develop from professional or academic 
writings, the recovery concept developed primarily from the accounts of 
people who had experience of serious mental illness (SMI)^® and who wrote 
about how they lived meaningful, satisfying lives despite ongoing 
symptoms. As well as first-hand accounts, longitudinal outcome studies 
began to challenge the long-held view that SMI was chronic and had a poor 
prognosis. Additionally, the move towards deinstitutionalisation forced MH 
services to re-evaluate the way they cared for people with SMI. The 
contribution of these three areas to the development of the recovery concept 
is discussed briefly below (see Rodgers et a l 2007 for a more detailed 
history of the concept of recovery).
3.1.1 Service user accounts
First-hand accounts of experiences of mental illness have existed throughout 
history, however the 1980s saw the beginning of what is now a significant 
published literature of first-person accounts of the experience of mental 
illness. These accounts have come from people around the (mainly Western) 
world including the USA, Australia and the UK (e.g. Deegan, 1988; 
McLean, 2003; Perkins, 2006) and describe how people with continuing 
symptoms find ways of living fulfilling, meaningful lives in their 
community despite being told they had a poor prognosis.
3.1.2 Outcome studies
Historically in Western culture, SMI is assumed to be progressive and 
enduring. People with such diagnoses were not expected to ‘recover’, 
because there was an expectation that symptoms would persist or worsen.
Although there has been debate about the validity o f terms such as ‘serious mental 
illness’, for the purposes o f this paper, SMI is used to describe those mental illnesses that 
the development o f the recovery movement has been largely based upon. SMI includes 
illnesses that are classified as ‘chronic’ and ‘severe’, including psychosis and severe 
depression.
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However, outcome studies began to show that a significant proportion of 
people diagnosed with SMI did show significant improvement over time, 
supporting the notion that people with SMI should not be assumed to have a 
poor prognosis.
Harding et al. ‘s (1987a and b) important studies on schizophrenia showed 
that, 20 to 25 years after leaving a psychiatric hospital, between half and 
two thirds of people had improved (measured by a reduction in use of 
medication, reduction in symptoms and improved social and occupational 
functioning). There has been more research since to show long term 
improvement from SMI (e.g. Hegarty et a l 1994, Harrison et a l 2001, 
Economou et a l 2011, Abdel-Baki et a l 2011). This supports the essence of 
service user accounts which argue that people diagnosed with SMI can and 
do go on to have fulfilling lives.
3.1.3 Demstitutionalisation
Anthony (1993) has been an important figure in the emergence of the 
recovery paradigm in the USA. He saw deinstitutionalisation as central to 
the development of the concept in America and this idea could equally be 
applied to the UK, where deinstitutionalisation occurred shortly after the 
USA. Anthony purported that deinstitutionalisation set the scene for the 
concept of recovery; the move towards community care forced MH services 
to re-evaluate how to meet the needs of people with MH difficulties as it 
became increasingly clear that people wanted more for themselves than 
simply symptom relief.
To summarise, the move towards deinstitutionalisation of MH services, 
first-person accounts and long-term outcome studies illustrated that people 
with SMI can live fulfilling lives and emphasised that recovering from 
mental illness may not be primarily about removing symptoms. The use of 
personal accounts signified a move away from relying on professionals or 
academics to develop new concepts in the field of MH. However, these 
personal accounts have come from a limited sample of people who are most
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often adults who have experienced SMI. There are few published accounts 
from people who have experienced other MH problems such as anxiety or 
depression. There is also a lack of published accounts from children or 
adolescents who have experienced MH difficulties.
3.2 Defining Recovery
Since the emergence of the concept, there has been significant consideration 
about how best to define recovery. Before discussing how recovery has been 
defined, it is important to mention the debate around the use of the term 
‘recovery’ and the confusion that is caused by the multiple meanings of the 
word (see Brennaman & Lobo, 2011 for a detailed analysis of the use of the 
word ‘recovery’). Traditionally, the word recovery in the context of human 
health implies the return to a previous state of health. Some regard this as 
‘clinical recovery’, which is generally observed and rated by a clinician and 
seen as an objective outcome (Slade, 2009a). This practice is more in line 
with a medical model, which defines and diagnoses MH problems by 
looking at symptoms and grouping them into disorders (e.g. American 
Psychiatric Association, 2000). However, the recovery movement represents 
the idea that even though some people do recover in the traditional sense, 
recovery represents much more than the absence of symptoms and is a more 
holistic concept. Some have argued that the connotations of the word 
recovery mean that it is not the most appropriate term to use. Alternatives 
have been offered, such as ‘psychological recovery’ (Andresen et ah 2003), 
‘uncovery’ (Caughey, 2011), ‘social recovery’ (Warner, 2004), ‘personal 
recovery’ (Slade et a l 2008) and ‘life recovery’ (Collier, 2010). For the 
purpose of clarity and consistency in the current paper, the concept of 
recovery shall from this point onwards be referred to as ‘personal recovery’ 
(PR).
There are a multitude of definitions of PR available in the literature. One of 
the most-quoted definitions was proposed by Anthony (1993) who described
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recovery as “a deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, 
hopeful and contributing life even with the limitations caused by illness. 
Recovery involves the development of new meaning and purpose in one’s 
life as one grows beyond the catastrophic effects of mental illness” (p.527). 
However, this popular quote highlights the difficulty of providing a ‘one 
size fits all definition’ of a concept which is itself defined as “deeply 
personal” and “unique”.
Service users have offered descriptions of the PR process from personal 
experience (see Ralph, 2000 for a review). Several researchers have 
attempted to synthesise service user accounts in order to provide a definition 
of PR (e.g. Kelly & Gamble, 2005; Schrank & Slade, 2Ô07). Others have 
reviewed PR literature in an attempt to pull together a coherent definition 
(e.g. Onken et a l 2007) or compared what PR means in this context with 
other forms of recovery in an attempt to clarify the definition of the concept 
(e.g. Davidson et a l 2005). There is not currently a single agreed-upon 
definition (see Onken et a l 2007 for a review). However, there are common 
elements to PR that appear in the definitions literature. These are briefly 
summarised below:
• More than just removal of symptoms: PR occurs despite ongoing 
symptoms and is more about a changing relationship to symptoms, 
including feeling less controlled or restricted by symptoms. For 
example. Tooth et a l (2003) found that only a minority of the 
service users they interviewed saw the removal of symptoms as the 
principal factor in recovering from schizophrenia.
• Holistic: PR applies to the whole person and takes into account all 
aspects of an individual’s quality of life, including social, 
occupational and environmental factors (e.g. Bradstreet, 2004).
Individual: the PR approach acknowledges that each individual’s 
experience will be different.
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• Realistic: the PR concept is ‘realistic’ (Bradstreet, 2004) in that it 
expects setbacks and does not imply a one-way movement.
• Hope: PR involves an expectation that a better life is possible and 
attainable despite obstacles that one might face along the way.
• Empowerment/control: taking responsibility for one’s ovm PR, 
moving away from a patient role (e.g. Mead & Copeland, 2007) and 
having the ability to advocate for the rights of oneself.
• Identity: PR involves finding a new identity that is more than 
simply a diagnosis and developing a positive sense of self.
• Meaning: developing a coherent story of one’s life which makes 
sense of one’s experiences, provides hope for the future and 
contributes to a sense of psychological wellbeing.
• Social inclusion: engaging in meaningful activities and relationships; 
“Having something to do, somewhere to go, friends to be with” 
(Power, 2010, pp. 116).
In summary, there has been considerable debate on how to best define PR. 
There is no one definition of PR that will suit everyone as, by the very 
nature of the concept, each individual will have different personal hopes and 
goals. Rather, PR seems to represent a set of overall values which signify 
the rebuilding of a meaningful and valued life. However, there are several 
key elements to PR that are common within the definitions literature. These 
elements are related to the satisfaction of an individual’s emotional and 
material needs and to the ability of the individual to have a social role and a 
satisfactory social network.
PR is often contrasted with the ‘medical model’. However, these ideas are
not novel, but reflect changes in attitudes, especially towards MH, in wider
medicine and society (Barber, 2012). It seems that PR principles are part of
an existing philosophy held by many MH professionals. This includes
clinical psychologists, who, through the process of formulation, routinely
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consider the environmental and social factors surrounding a person rather 
than focusing mainly on biological aspects or symptoms of a MH problem. 
Indeed, the principles of PR mirror many of the aims of psychotherapy and 
of clinical psychology practice, such as encouraging new ways of viewing 
oneself and making sense and meaning of one’s experiences. However, 
these ideas are now being developed into a more formal concept to be 
promoted to all those working with or experiencing MH difficulties.
3.3 Models of Personal Recovery
Several studies have moved beyond describing and defining PR to develop 
models of PR in adult MH which can inform assessment and intervention 
(see Leamy et a l 2011 for a review). Table 1 below summarises the 
development and features of some of the prominent models and how they 
were developed.
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As outlined in Table 1, with the exception of Resnick et al. (2005) who used 
a quantitative approach, most authors have used qualitative approaches to 
develop models of PR. These approaches have been used to analyse 
interviews with service users who have experienced SMI (often 
schizophrenia) or to synthesise others’ findings to come up with models of 
their own. This literature, as with published literature that attempts to 
define PR, is developed from a limited sample of people, namely adults who 
have experienced SMI. Each model is different and Beeble & Salem (2009) 
emphasise the importance of having setting-specific models. Therefore, as 
with definitions of PR, there is no one model of PR that fits all, but there are 
similarities amongst models due to the common elements underlying the PR 
concept.
Many of the models above proposed that PR is comprised of stages. Others 
suggest that it is best conceptualised as comprising of phases, processes or 
domains. It seems that those describing stages outline the different 
experiences that an individual might go through on their PR journey. Other 
models describe those processes, factors or domains that influence that 
journey. For example, Whitley and Drake (2010) describe five domains of 
PR. These domains are relevant to the different stages that other models 
describe. Other authors have developed models that take into account both 
stages and processes. For example, Andresen et a l (2003) describe in their 
model how there are five stages of PR that a person will pass through, as 
well as four component processes that are relevant within each stage.
3.3.1 Similarities amongst models
A common theme amongst the models is moving from a sense of despair to 
acceptance and hope. Models often describe an initial sense of feeling 
overwhelmed by the difficulties, which can be accompanied by denial and 
confusion (e.g. Spaniol et a l 2002). Individuals then move towards an 
awareness of both the obstacles that the MH difficulties may cause but also 
awareness of the possibility of PR and hope for a positive future. Hope
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triggers and maintains the PR process (Andresen et a l 2003) and is an 
integral part of many PR-focused interventions (Repper & Perkins, 2003).
Another theme inherent to many of the models is developing a positive 
sense of identity: moving away from feeling defined by a diagnosis towards 
having a positive sense of identity (i.e. all those individual characteristics 
that make us unique and who we are). Accompanying this is developing 
meaning in life, a deeply personal process of developing a coherent 
understanding of one’s experiences.
Many models also encompass the idea of responsibility and control, often 
described as empowerment. This involves moving away from the patient 
role towards taking control of one’s own PR and fully engaging with life. 
Social roles and relationships/connection with others feature strongly in 
models of PR. Slade (2009a) described developing valid social roles as one 
of the key tasks of PR. Peer support is seen as a highly important and is 
another feature of many PR-focused interventions (Slade, 2009a).
Schrank and Slade (2007) suggest that of those studies describing PR as 
comprising of stages, the stages are largely consistent. These stages 
represent a general move towards the individual gaining control over their 
own life, working towards personal goals and developing a sense of 
meaning and identity. Many authors agree that although PR can be seen as 
comprising stages, people will move between stages of PR in a non-linear 
way, moving backwards as well as forwards (e.g. Anthony, 1993; Ochoka et 
al 2005). This idea has much in common with many psychological 
therapies that encourage service users to expect setbacks as a normal part of 
a change process (e.g. Westbrook et a l 2007).
Slade (2009a) outlines several arguments as to why stage models are helpful 
clinically. These include the idea that stage models provide a means of 
making sense of progress or a lack of progress in a way that does not 
pathologise the individual. Secondly, stage models can guide interventions 
towards what might best match the stage of PR that particular individual is
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in. This idea is supported by Leamy et a l (2011) who highlighted that 
knowledge of key stages in PR can be used to guide stage-appropriate 
clinical interventions and evaluations. Models of PR have also been used as 
a basis for developing measures of recovery (e.g. Andresen et a l 2003).
In all, there have been several models of PR proposed. Just as there is no 
one agreed upon definition of PR, there is no one model o f PR that fits all. 
Each model is different, but there are several broad themes in common. 
Qualitative methods have most commonly been used to draw upon themes 
from service users’ first hand experiences or to synthesise existing literature 
that has already done this. The research has been done in the Western world 
and, as with definitions of PR, models of PR are based on the experiences of 
a limited sample of people, namely adults who have experience of SMI. 
However, these models have been used to inform guidelines for adult MH 
services which provide services for people with a wide range of difficulties, 
not just SMI.
Although most authors have used bottom-up approaches to look for 
emerging themes in service user accounts of their PR experiences, some 
models have used existing theory to inform their conceptualisation (e.g. 
Resnick et a l 2005; Vogel-Scibilia et a l 2009). Whilst this has helped to 
link PR to existing concepts, a criticism of this method is that it might have 
lost some of the detail from what are individual, personal processes by 
attempting to fit these experiences into existing concepts. For example, the 
choice of measures used by Resnick et a l (2005), who employed a 
quantitative methodology to develop their model, were informed by what 
previous research had suggested was pertinent to PR. There may have been 
other experiences that their sample had found important but would not have 
been captured on the measures used.
3.3.2 Personal recovery -  an outcome or a process?
One debate that has grown from the literature attempting to define and 
conceptualise PR is whether PR is an outcome or a process. Many service
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users, health professionals and researchers disagree with the idea of viewing 
PR as an outcome as the essence of the concept is that PR is not a ‘standard’ 
by which people should be measured (e.g. Corrigan & Ralph, 2005). Many 
authors suggest that PR is best conceptualised as a continual process (e.g. 
Deegan, 1988; Repper & Perkins, 2003; Brenneman & Lobo, 2011).
There have been attempts to define recovery from SMI as an outcome (see 
Rodgers et a l 2007 for an overview). However these are largely based upon 
a medical model with a focus on absence or reduction on symptoms and/or 
hospitalisation and less focus on those aspects of PR highlighted in the 
models described above. Perhaps this conceptualisation is a reason why 
proponents of the PR movement do not agree that PR should be seen as an 
outcome. However, other authors, who have developed models of PR, 
suggest that it is possible to measure PR as an outcome without losing the 
essence of the concept. For example, as described above, Whitley and Drake 
(2010) developed a model of PR that outlined five dimensions to recovery 
(see Table 1) and suggested that each of these dimensions could be 
measured as an outcome. For example, for the existential dimension, they 
suggest five measurable outcomes: hope, emotional wellbeing, spiritual 
wellbeing, se lf efficacy/autonomy and empowerment. Leamy et a l (2011), 
following a systematic review of PR models, highlight key PR processes. 
They suggested that these processes could be measured and therefore serve 
as indicators of PR outcomes.
Therefore, there is disagreement in the literature about whether PR should 
be seen as an outcome or a process. What is also is unclear is why PR 
cannot be both, an idea supported by Liberman and Kopelowitz (2005). It is 
generally agreed within the PR literature that PR involves several processes 
or stages, influenced by a number of factors, and that the individual nature 
of the concept does not lend itself to being seen as an objective outcome. 
However, several authors have suggested ways in which PR could be 
measured, so that change can be observed whilst still taking into account 
many of the important principles and ideas of the concept.
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3.4 Personal Recovery in Adult Mental Health Services
PR is a feature of MH policy across the Western world including in America 
(e.g. American Psychiatric Association, 2005), New Zealand (e.g. MH 
Commission, 2004) and Australia (e.g. Government of South Australia,
2010). In England, PR is central to several MH policies (see Carson et a l 
2010 for a brief overview) for a wide range of people.
The PR approach was outlined in ‘The Journey to Recovery’ (DoH, 2001) 
and has continued to be highlighted as an important concept in MH services 
(e.g. Shepherd et a l 2008, Care Services Improvement Partnership, 2007). 
The government’s New Horizons document (DoH, 2009), which set out the 
plan for MH services over the next ten years, focused heavily on PR 
principles. It outlined how MH services should be “based on the best 
available evidence and focused on recovery, as defined in discussion with 
the service user” (p. 7). Emphasis is put upon taking a holistic approach to 
working with individuals experiencing mental illness (e.g. DoH, 2005) and 
specific guidelines and recommendations for implementation have been 
developed to help guide clinicians through how to foster/encourage the 
different elements of recovery in individuals (e.g. DoH, 2005; Shepherd et 
al 2008; Slade 2009b). Skills to promote PR, including encouraging hope 
and optimism, are identified as one of the ‘ten key shared capabilities’ 
needed by all those working in MH services (DoH, 2006). Therefore 
different MH professionals, including clinical psychologists (British 
Psychological Society, 2000) have become familiar with PR principles.
This shift in emphasis of MH services has happened at the same time as 
evidence based practice and outcome measurement have become 
increasingly important in NHS MH services (e.g. DoH, 2009). MH services 
are under increasing pressure to regularly evaluate their practice in order to 
provide evidence that the service is value for money to the commissioning 
body and to provide feedback on performance for the service itself. 
Therefore, although MH services are being encouraged to provide PR- 
oriented services consisting of person-centred interventions based on PR
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principles, at the same time they are being required to provide information 
on the outcome of their service and demonstrate evidence-based practice. It 
seems that there is a mismatch between being encouraged to provide 
evidence based interventions, which are outlined in National Institute for 
Health and Clinical Excellence (NICE) guidelines and set out which 
interventions are generally most effective for relieving symptoms of certain 
diagnoses, at the same time as being asked to become more ‘recovery- 
oriented’ and provide person-centred interventions which focus more on PR 
principles than symptoms alone. Information about outcomes is usually 
based on measures of symptomatic changes.
In sum, PR principles are prominent in adult MH policy. Although the 
research upon which PR is based is largely derived from the perspective of 
SMI, these principles are suggested as applicable to the range of MH 
difficulties. Guidance on how to deliver services in a PR-oriented manner is 
available. However, concurrent policies encourage services to both measure 
outcome by symptom change and deliver NICE-recommended intervention 
based on the diagnosis of the service user. There is no synthesis between 
these seemingly contradictory policy directives and little formal research on 
the relationship between PR outcomes and clinical recovery.
3.5 Applying Personal Recovery to Children
Although adult MH is where PR principles are currently most prominent, 
government policy suggests that all MH services in England should be using 
PR approaches. This includes services for children and young people (e.g. 
Care Services Improvement Partnership, 2007). The ‘No Health Without 
Mental Health’ document (DoH, 2011) states that “the principles of the 
recovery approach, which emphasises the equal importance of good 
relationships, employment and purpose alongside reduction in clinical 
symptoms, apply equally to children and young people” (p.30). It has 
therefore been clearly stated that MH services across the age ranges,
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including services for children, should also be subscribing to PR principles 
and practice. Unlike for adult services, however, this has not been made 
explicit. For example, PR principles are not mentioned in the National 
Service Framework for Children, Young People and Maternity Services 
(Department of Education and Skills & DoH, 2004).
There is much about the PR approach that, at face value, could be relevant 
to a Child and Adolescent Mental Health Service (CAMHS) context. The 
Every Child Matters document (Department for Education and Skills, 2003) 
specified five outcomes that every child, regardless of background and 
including those who have experienced MH difficulties, should achieve; 
being healthy, staying safe, enjoying and achieving, making a positive 
contribution and achieving economic wellbeing. These five outcomes have 
much in common with the PR approach. The National CAMHS Review 
(DoH, 2008) reported that children and their parents highlighted a holistic 
approach as one of the key features of effective services, which again has 
much in common with the PR approach. The government’s response to this 
review (DoH, 2010) describes ‘emotional wellbeing and MH’ as “children 
and young people having the resilience, social skills and self-awareness to 
form relationships, enjoy their own company and deal constructively with 
the setbacks that everyone faces from time to time” (pp.5).
Despite the relevance of PR ideas to MH services for children and young 
people, the concept is not yet well known in this context. For example, it has 
only recently been suggested that CAMHS need to start making real 
changes, so that their services become more PR-oriented (South London and 
Maudsley NHS Foundation Trust & South West London and St Georges 
NHS Trust, 2010). However, there is not, as yet, any empirical literature on 
what this might mean for CAMHS in the UK.
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3.6 Research into Personal Recovery in Children and Young People
Although PR is highlighted as an area that should be a focus of services for 
people of all ages, so far there have been few attempts to conceptualise PR 
from the perspective of children and young people experiencing MH 
difficulties. With the exception of the position statement published by South 
London and Maudsley NHS Foundation Trust and South West London and 
St Georges NHS Trust (2010) and a study by Simonds et al. (submitted), all 
published research on PR in young people to date has been conducted in the 
USA.
3.6.1 Research on personal recovery in young people in the USA
In America, PR principles are becoming integrated into MH services for 
young people. Published papers from the USA on PR in young people so far 
have been mainly discussion papers which use existing research on PR in 
adults and authors’ clinical experience to comment on how a PR approach 
would be applicable to MH services for children and young people (e.g. 
Huffine, 2005; Oswald, 2006; Shorey & Snyder, 2005). Some authors have 
interviewed young people, their families, service providers or other 
stakeholders (e.g. Friesen, 2005; Friesen, 2007; Substance Abuse and 
Mental Health Services Administration, 2009) or used discussion 
forums/focus groups (e.g. Walker & Gamer, 2005) to inform their 
discussions on the topic. There is a distinct lack of empirical research 
investigating what PR actually means for children and young people. 
However there are still several notable points to have come out of the 
research in the USA so far which will be outlined here.
As within the field of adult MH, there has been debate about the use of the 
term ‘recovery’ (e.g. Friesen, 2007; Walker & Gamer, 2005). Authors have 
also questioned how much PR overlaps with resilience (e.g. White et al. 
2009; Substance Abuse and Mental Health Services Administration, 2009). 
There have however been attempts to define PR in young people. One 
definition describes PR in young people as “a process that enables the
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young person and his or her significant adults to understand and manage the 
realities of an emotional disorder, so that the young person can return to a 
positive developmental path” (Huffine, 2005; p.22).
There is general agreement that the adult concept of PR carmot simply be 
mapped onto children as children have different needs and developmental 
trajectories and therefore the concept needs research with children in its own 
right (e.g. Friesen, 2007; Walker & Gamer, 2005). However, discussions 
with young people and their families highlighted that there are several 
aspects of the PR approach from adult MH that would seem relevant and 
useful to young people’s experiences (Friesen, 2007). These included being 
family-focused and strengths-based, acknowledging the non-linear nature of 
PR, promoting resilience and fostering social connectedness. A focus on 
hope and optimism was highly supported by children and their parents (e.g. 
Walker & Friesen, 2005; Oswald, 2006).
Research has also shown that social aspects of PR are just as important for 
young people as social goals are often particularly important for them 
(Shorey & Snyder, 2005). Huffine (2005) highlights how a large part of the 
adolescent PR process will be in the context of their social world as 
developmental tasks of adolescence are primarily social.
3.6.2 Research on personal recovery in young people in the UK
There has been little empirical research into what PR might mean for young 
people in the UK or what PR-oriented services for young people would 
mean in practice. There have been initial attempts to transfer PR-based 
interventions designed for adults for use with adolescents: Hooper et al. 
(2012) reported the use of a PR-based group intervention that had 
previously been used with adults with six fourteen to seventeen year olds. 
Hooper et ût/ . ’ s  study was small and discursive, reporting only satisfaction 
data. However, the young people found being in the group a positive 
experience, suggesting that PR-based interventions (and therefore PR values) 
could be applicable to this age range.
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Grealish et a l (2011) conducted an interpretative phenomenological 
analysis investigating young people’s experiences of empowerment, a 
concept relevant to PR. Grealish et al. interviewed nine young people 
attending CAMHS with a diagnosis of psychosis. As in research on PR in 
adults, the young people saw empowerment as central to their recovery. To 
young people, empowerment meant being listened to and understood, 
having control and the ability to make their own decisions.
The only study to specifically address what PR means for children and 
young people in the UK is by Simonds et al. (submitted). Simonds and 
colleagues asked young people and their parents about their experience of 
mental illness, from onset of symptoms to engaging with services and 
beyond. Unlike adult research into PR, which focuses mainly on SMI, 
Simonds et al. focussed upon those young people with experience of anxiety 
and/or depression, as these are two common reasons why children are 
referred to CAMHS. This study was novel in that it used a ‘bottom up’ 
approach; so far most of the research into the concept of PR in young people 
has been conducted in a ‘top down’ manner, using existing principles of 
adult PR and attempting to adapt them to fit with young people.
Simonds et al. interviewed nine young people who had a primary diagnosis 
of anxiety or depression and had been treated in CAMHS. Twelve mothers 
of young people with anxiety and/or depression were also interviewed. 
Participants’ responses were analysed using thematic analysis, not 
influenced by existing models or ideas of PR. Results showed an overall 
process of loss and rediscovery. Thematic analysis produced three themes: 
loss of self (a disruption of how young people relate to themselves and 
others), renegotiating the self and anticipation of future self. Simonds et al. 
highlighted similarities from the children and parents’ accounts to the adult 
models developed by Andresen et al. (2003) and Spaniol et al. (2002). 
However, differences to the adult models were also highlighted. For 
example, parents indicated that children should not be expected to take 
responsibility for their problems. Additionally, children did not see living
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with symptoms as a good option; rather they felt that a good outcome must 
involve eradication of symptoms. Concurrently, mothers felt that children 
should be allowed to expect to be symptom-free in future. A limitation of 
this study was the low number of participants within a limited age range 
(fourteen to sixteen years old). It has given an insight, however, into how 
PR might be relevant to children and young people in CAMHS.
Clearly, there is a need for more research in this area and, perhaps due to the 
lack of conceptual models of PR, there have not been any attempts to 
develop a measure of PR in children and young people. However, Simonds 
et al. have now provided an initial model of PR in young people which 
could be used as a basis for further research.
3.7 Measuring Personal Recovery
3.7.1 Outcome measurement in adult mental health services
Measuring the outcome of MH services has generally been done by 
assessing the presence of particular symptoms and/or the individual’s day to 
day functioning using standardised measures. This allows data to be 
aggregated and used for a variety of purposes. Some proponents of the PR 
movement suggest that current measures routinely used do not reflect 
service user perspectives of PR (e.g. Andresen et al. 2010) and reflect the 
priorities of the service provider rather than the service user (Frese et al. 
2001). However, the importance of measuring social, as well as 
symptomatic, outcomes has been recognised (DoH, 2009) and policy 
documents emphasise the need for outcome measures that reflect the PR 
approach and measure more than just a reduction of symptoms (e.g. 
Shepherd et al. 2008).
Several measures based on PR have been developed for use in adult MH 
services.
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3.7.2 Measuring personal recovery in adult mental health services
There has been some debate about whether it is possible, or appropriate, to 
measure a concept that is, in its essence, proposed to be individualised (e.g. 
Lakeman, 2004). Some authors feel that PR and its component processes 
can be measured (e.g. Leamy et a l 2011) and that, notwithstanding the 
conceptual contradiction of applying a nomothetic approach to a presumed 
idiographic phenomenon, the use of PR measures in in MH settings could be 
advantageous. There is an inherent implication of commonality within PR 
literature since PR models often highlight global processes.
Although MH services are becoming more PR-oriented, there is concern 
that existing outcome measures do not capture what is important to service 
users (e.g. Berzins, 2006). Measures which focus on symptomatic changes 
may not capture the change that recovery-focused interventions produce 
(Slade, 2009a). Therefore the addition of PR based measures to existing 
outcome measures (not the replacement of) may help to capture this change. 
The addition of PR-based measures is also crucial if we are to understand 
the relationship between PR processes and symptomatic change.
It has been suggested that PR-based measures will also become important 
elements of the assessment and evaluation process (Andresen & Oades,
2011). As well as serving the purpose of demonstrating the effectiveness of 
a service for an individual, another important advantage of having a 
measure of PR is that knowledge of a person’s position in the PR process 
could help guide interventions for that individual (e.g. Leamy et «/. 2011) .
Several authors have suggested ways in which outcome measurement can 
become more PR-oriented. Some make suggestions based on using existing 
measures of other concepts relevant to PR. For example, Slade (2009b) 
suggests that a PR-oriented evaluation approach should measure two areas: 
quality of life, such as adequacy of close relationships, and the individual’s 
progress towards their goals. Whitley & Drake (2010) outline measurable 
outcomes from each of the five dimensions in their model. Other researchers
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have developed new measures based on PR models. The benefit of this 
approach is the ability to use one measure that encompasses all the PR 
facets that are to be measured, rather than having to use multiple measures.
Measures have generally been developed in one of two categories; those that 
measure a service-user’s PR process and those that measure how PR- 
oriented a service is. The former are more relevant for the purposes of this 
paper and are discussed below. Measures which aim to monitor how PR- 
oriented a service is, such as the Developing Recovery Enhancing 
Environments Measure (DREEM; Ridgway & Press, 2004) tend to survey 
staff and service user views about PR and the extent to which they believe 
these views are supported by a particular service. A review of such 
measures is offered by Williams et a l (2012).
There are several measures of individual PR that are now used in some 
services as supplementary to existing outcome measures, but, as yet, no 
‘gold standard’ measure of PR exists (Law et a l 2012). There is not scope 
to discuss these individually in this paper, however an overview of the 
various measures is offered by Burgess et a l (2010). Measures of individual 
PR have often been derived from existing models of PR which have been 
formulated from data originating from interviews with service users, for 
example the Recovery Assessment Scale (Giffort et a l 1995), the MH 
Recovery Measure (Young & Ensing, 1999) and the Stages of Recovery 
Instrument (STORI; Andresen et a l 2006).
Andresen et a l (2006) developed the STORI following the development of 
a model of PR derived from synthesising literature on PR that was based on 
service user views (Andresen et a l 2003). Their model of PR comprised of 
five stages with four key PR processes that run like a thread through the five 
stages (see Table 1). Andresen et a l (2003) and Slade et a l (2008) suggest 
that the final stage (growth) could be seen as the outcome of passing 
through previous stages. Andresen et a l used the STORI to test the validity 
of their model as well as putting it forward for clinical use.
163
In sum, a challenge for services is to identify measurable outcomes whilst 
ensuring that those outcomes match what service users view as important to 
their PR. Although there is debate about whether it is possible to measure 
such an individual concept as PR, there are several reasons why it seems 
important to do so. There are a number of measures based on PR principles 
that are now being used in adult MH, but these are based upon accounts 
from a limited sample of people. Consequently, these measures will be 
susceptible to the limitations that result from a narrow sample.
3.7.3 Outcome measurement in child and adolescent mental health 
services
Much like adult MH services, CAMHS are under similar pressure to 
demonstrate their performance to commissioners and to use outcome 
measures as a way of doing this. Protocols differ between services and 
guidelines are continually evolving, however there are a number of 
measures routinely used in CAMHS to monitor performance. The CAMHS 
Outcome Research Consortium (CORC, 2012a) recommends five ‘core 
measures’ for use in CAMHS, four of which are outlined in Table 2 below 
(one is a service satisfaction questionnaire and has therefore been omitted). 
The Strengths and Difficulties Questionnaire (SDQ, Goodman, 2001) is 
recommended as the ‘key’ measure to use in CAMHS to capture child and 
parent" views of change in difficulties (CORC, 2012b).
" Whenever the word parent is used in this paper, it is referring to the child’s main carer. 
Although this may not be a parent, for the sake of clarity and consistency, the word parent 
will be used to signify main caregiver throughout this paper,
164
Table 2: Core Outcome Measures for use in CAMHS Recommended by 
_____________________________ CORC______________________________
Measure Brief Description
Strengths and Difficulties Questionnaire A 25-item measure (parent- and self- report
(SDQ; Goodman, 2001). versions) assessing emotional symptoms,
conduct problems, hyperactivity, peer 
relationship problems and pro-social 
behaviour.
Children’s Global Assessment Scale A clinician-report estimate o f global
(CGAS; Shaffer et al. 1983). emotional and behavioural functioning on a
scale o f 1 (poor functioning) to 100 (high 
functioning).
Health of the Nation Outcome Scales for A clinician-rated scale (self- and parent-
Children and Adolescents (HoNOSCA; reports also available) which rates the
Gowers et ah 1999). severity o f children’s behaviour difficulties,
impairments, symptoms and social 
functioning.
Goal-Based Outcomes (GBO; Law, 2011). GBOs involve measuring progress towards
up to three specific goals chosen by the 
young person and/or their family. 
Children/families periodically rate how 
close they are to achieving the goal out of  
ten.
The recent addition of the Children and Young People’s Improving Access 
to Psychological Therapies (CYP-IAPT) programme to CAMHS has 
implications for outcome measurement in this setting. lAPT was initially 
established in adult services to provide primary care psychological therapies 
to adults experiencing depression and/or anxiety. CYP-IAPT looks to adopt 
those elements of lAPT that would help improve services for children and 
young people with the aim of increasing access to NICE-recommended 
psychological therapies. Part of this project is the routine collection of 
outcome data. At assessment and review points, all children will be
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administered the SDQ and the Revised Child Anxiety and Depression Scale 
(RCADS; Chorpita et al. 2000). The RCADS consists of self- and parent- 
report measures that assess symptoms of anxiety disorders and major 
depressive disorder across six subscales. At each session, children/families 
will complete either a GBO or the Outcome Rating Scale (ORS; Miller et al. 
2000) a simple measure of general wellbeing/functioning which asks the 
child/parent to rate on a visual analogue scale how things are going with 
‘me’, ‘family’, ‘school’ and ‘everything’ (children under aged thirteen 
complete the Child Outcome Rating Scale; CORS, Duncan et al. 2006). 
Parents are asked to complete a CORS or ORS on how they perceive their 
child to be doing. The CYP-IAPT programme recommends that only if 
deemed relevant should a parent be asked to complete an ORS about how 
they themselves are doing (CYP-IAPT Outcomes-Oriented Practice Group,
2012). Additionally, at each session, the child and parent complete a brief 
diagnosis-specific symptom-tracking measure and a modified, shortened 
SDQ which is designed to assess the impact of their symptoms on their 
functioning.
There is one outcome tool for young people that has been derived from PR 
ideas. The Recovery Star (MH Providers Forum, 2008) was originally 
developed as a measure for use with adults. The tool asks the service user to 
assess their current position on ten PR-related life dimensions. Consultation 
with young people led to four of the ten dimensions being adapted (Rethink, 
2010). The ten dimensions on the young person’s Recovery Star are: 
managing MH, self-care and physical health, living skills, social networks, 
work, relationships, drugs and alcohol, respecting others, identity and self­
esteem and hope and the future. Although the tool appears to be relevant to 
the concept of PR in children, the psychometric properties of the adult 
version have only recently been investigated (Dickens et al. 2012) and there 
have been no published attempts to investigate the psychometric properties 
of the Recovery Star for young people. The adult tool appears to have good 
internal consistency, however test-retest reliability, convergent validity and
divergent validity are yet to be examined (Dickens et al. 2012). The young
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person tool is currently only used with young people aged fourteen and 
above (Rethink, 2010).
3.7.4 Why develop a personal recovery-based measure for children?
Since policy, as described above, is to encourage MH services across the 
age range to become more PR-oriented at the same time as demanding 
measurement of outcome, it makes sense to incorporate a PR-based measure 
into outcome measurement. The inclusion of idiographic (GBO) and holistic 
(CORS/ORS) measures in CORC and CYP-IAPT guidelines indicates that 
the importance of taking a more holistic approach has been recognised. 
However, the majority of other measures are symptom-based or clinician­
rated (e.g. SDQ, CGAS). Walport et a l (2012) examined correlations 
between the CORC core measures and found that there was not a significant 
correlation between child-reported SDQ score and GBO scores. The GBO 
approach is, however, limited to the specification of three goals only for 
each individual. Although there are obvious advantages of using an outcome 
measure that is determined by the child/family, it could be questioned 
whether the complexity of the PR process could be adequately captured 
within three goals. The CORS/ORS have been shown to have good 
reliability (e.g. Campbell & Hemsley, 2009) and their fast completion time 
is apt for their use as session-by-session measures. However, on face value 
they seem too simple to capture the complexity of the domains they are 
aiming to measure.
Development of PR-based measures may also help to shape service delivery 
and attitudes. PR is still a relatively new concept in CAMHS and as 
discussed above is a difficult concept to define or conceptualise. Having a 
succinct measurement tool may make the concept more understandable for 
clinicians and thus facilitate the move towards more PR-oriented services.
It needs to be highlighted that measures of PR in children would be in 
addition to, not instead of, existing symptom-based measures. Measurement 
of symptoms is important as PR in adults is correlated with a reduction in
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symptoms (e.g. Corrigan et a l 1999). Other authors encompass symptom 
improvement within their models of PR (e.g. Whitley & Drake, 2010). 
Therefore, although PR does not necessarily require symptom improvement, 
people who feel as though they have moved further towards their personal 
goals and towards meaningful, satisfying life, are likely to have fewer 
symptoms than those people who are still struggling to live with their MH 
difficulties. Furthermore, Simonds et aVs  (submitted) research showed that 
for both children and their parents, removal of symptoms was an important 
aspect of their PR.
3.7.5 Why develop a measure of the parent’s perspective?
The importance of measuring outcome from multiple perspectives has been 
acknowledged in adult (e.g. Slade, 2002) and child (e.g. CYP-IAPT 
Outcomes-Oriented Practice Group, 2012) MH services. Proponents of the 
PR approach in children also emphasise the importance of considering the 
role of the family (e.g. Friesen, 2007; Huffine, 2005). Many of the self- 
report measures currently used in child services, including the SDQ and the 
RCADS, have a parent-rated version. However, research has shown that 
there can be minimal agreement between parents’ and young people’s 
reports on outcome (e.g. Weissman et a l 1980; Horton et a l 1999; 
Brookman-Frazee et a l 2006). Parents’ perception of their child is 
nevertheless extremely important, can inform clinical work with the family 
and therefore should routinely be measured.
3.7.6 Why develop a measure of the parent’s own process?
As well as asking for the parent’s perspective about their child’s experience, 
there are a number of reasons why it would be beneficial to have a measure 
which asks the parent about their own experience.
It is widely recognised that children’s families, and especially parents, play 
an important role in their child’s emotional wellbeing and MH (e.g. DoH, 
2010). Children with a parent with MH difficulties are more likely to have 
MH difficulties themselves (Office for National Statistics, 2008). Parents
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provide an important context for the child to make sense of emotions but 
also in supporting their goals and social development. Simonds et a l 
(submitted) found that parents, as well as children, seemed to go through 
some sort of PR ‘process’ in that they reported similar feelings of loss and 
bewilderment followed by increased understanding and taking control. A 
child’s MH difficulties do not occur in isolation and parents also have to 
make sense of what is happening. The parents’ sense-making will influence 
the child and it is therefore important to have some way of measuring the 
parents’ process. Therefore, it could be hypothesised that children of parents 
who feel more able to cope and more hopeful will feel more able to cope 
and more hopeful themselves. Conversely, children whose parents feel 
overwhelmed and unsure how they will face future challenges may 
themselves feel less hopeful and more overwhelmed. It has been 
acknowledged in adult PR literature that family members also play a 
significant role in an individual’s PR (e.g. Topor et a l 2011). Each 
individual family member can experience his or her own PR from the 
trauma of their loved one’s experience of mental illness and each family 
member recovers at their own pace (Spaniol & Zipple, 1994).
Children’s MH difficulties can impact both the parent’s MH and the 
parent’s perceived competence to handle the child’s problems (Farmer et a l 
1997). Research suggests that parents can feel embarrassed or stigmatised, 
resulting in them being less likely to report how they feel they themselves 
are coping (Meltzer et a l 2011). Therefore, having a measure that could be 
routinely given to parents that asks about how they are finding caring for 
their child (not just how they think their child is doing) may be a way of 
eliciting this information from them.
In summary, it seems that a measure of PR in children may add to the 
existing range of available outcome measures and could be used to gather 
meaningful information about the child’s PR process as part of a broader 
perspective. When considering developing a measure of PR in children, it 
seems important to concurrently develop a measure of the parent’s
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perception of the child’s progress. Additionally, it seems important to 
develop a measure that assesses the parent’s own experience, something that 
is not routinely done in CAMHS. Research has shown that parent and child 
reports of child symptom improvement often do not correlate highly and it 
has been suggested that more suitable methods of multi-informant 
measurement need to be developed. It is unknown whether child- and 
parent- reports of PR based processes would correlate more highly than 
measures of symptom improvement. However, Simonds et a l's  (submitted) 
research suggests that parents go through a similar process to children which 
indicates one might expect to observe more correspondence on child- and 
parent- report PR-based measures.
3.8 Validation of the New Personal Recovery Measures
In adult MH, recovery has been shown to be positively associated with 
quality of life (Corrigan et ai. 1999), self-esteem (Mukolo et al. 2011; 
Markowitz, 2001), social support (Corrigan et al. 1999; Corrigan & Phelan, 
2004; Hendryx et al. 2009; Roe et al. 2011), activity level (Hendryx et al. 
2009) and family psychoeducation (Resnick et al. 2004). PR in adults has 
been shown to be negatively associated with psychiatric symptoms 
(Corrigan et al. 1999; Markowitz, 2001; Resnick et al. 2004; Neil et al. 
2009). It should be noted that this research is generally conducted with 
people experiencing SMI and the generalizability of these findings to other 
MH difficulties is unclear.
In adult research, PR questionnaires are often correlated with existing 
measures of PR as part of the process of investigating their concurrent 
validity (e.g. Weeks et al. 2011; Andresen et al. 2006; Jerrell et al. 2006). 
As research into PR in children is in its infancy there is no previous research 
describing associations with other psychological constructs. There are also 
no existing measures of PR in children that could be used to assess 
concurrent validity.
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As this study is an initial validation and in order to maximise response rate, 
two constructs were focussed on to validate the measure of child PR: 
symptoms and self-esteem.
3.8.1 Symptoms
Research in adult recovery suggests that PR is inversely related to 
symptoms. It is reasonable to propose that children’s PR would, like adults’, 
be associated with symptom reduction. It was therefore hypothesised that 
symptoms would be inversely related to PR.
3.8.2 Self-esteem
As described above, PR in adults has been shown to be positively associated 
with self-esteem. Although there is no existing research on this topic in 
children, the two constructs have much in common, which would suggest 
that they would also be positively related in children. Rosenberg (1965), 
who developed one of the most widely used measures of self-esteem, 
defines self-esteem as an individual’s perception of his/her own worth or 
importance. Self-esteem encompasses beliefs about ones skills, abilities, 
relationships and future prospects. This has much in common with the PR 
approach which emphasises having hope, developing a positive sense of 
identity and engaging in meaningful activity and relationships. It was 
therefore hypothesised that self-esteem would be positively related to PR.
3.9 Aims
1. To develop a self-report measure of PR for children experiencing 
common MH problems.
2. To investigate the reliability and validity of this new child-report 
measure.
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3. To develop a measure of parents’ perceptions of their child’s 
recovery process and investigate how parents’ perceptions relate to 
children’s reports of their own PR
4. To develop a measure of parents’ own PR process and investigate 
how parents’ own PR processes correspond to their children’s.
5. To investigate the reliability of the parent questionnaires.
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4. METHOD
4.1 Ethical Approval
A NHS National Research Ethics Committee and the University of Surrey 
Faculty of Arts and Human Sciences Ethics Committee approved both parts 
of this study (Appendices 1 and 2). Research and development approval was 
also granted by the NHS Trust Research Consortium (Appendix 3).
This section is now presented in two parts. Firstly, the development of the 
PR measures is described. Secondly, the methods used to examine the 
psychometric properties of the measures are outlined.
4.2 Part One: Developing the Personal Recovery Measures
4.2.1 Procedure
A previous study explored child and parents’ experiences of child MH 
difficulties. Simonds et a l (submitted) interviewed nine children (seven 
female, two male) attending CAMHS and twelve mothers of children in 
CAMHS (ten had a female child, two male) regarding their experience of 
the child’s MH difficulty over time. Children and their families were 
included in Simonds et a/.’s study if the child had been attending CAMHS 
for anxiety or depression. These interviews were used in developing the PR 
scales (named the ‘Request’ scales) and are what the current author is 
referring to when using the term ‘interviews’ in this section.
The Request scales were developed through an iterative process by a team 
of five researchers (including the current author) with doctoral or post­
doctoral expertise in child and adolescent MH. Two members of this group 
practiced clinically within CAMHS and all members were familiar with the 
topic area of PR. The research group used Simonds et a l ’s study alongside 
existing literature about PR to inform the development of questionnaire 
items.
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4.2.2 Development of Request-YP items
Analysis of original transcripts from Simonds et a/.’s (submitted) interviews 
were used to develop items. As only the children’s transcripts were used in 
developing the young person measure (Request-YP), the themes emerging 
were slightly different to that described in Simonds et al, who merged the 
children’s and parents’ experiences.
Thematic analysis of transcripts was conducted to identify themes in the 
data (Braun & Clarke, 2006). Initially the transcripts were read and re-read 
in order to become familiar with the content. Initial codes were generated 
and sorted into themes, which were reviewed with the research group. This 
analysis indicated three broad phases of experience: distress and distancing 
(involving a high level of distress and withdrawal from social world), re­
engaging (starting to re-engage with social world, increased hope and 
understanding) and optimism and growth (hope for the future, sense of 
being able to cope with difficulties now and in future). Within these phases, 
common processes were coded: understanding, hope, identity (divided into 
personal and social) and coping. Indicators of these phases and processes, 
identified in the transcripts, were used to create items. The three processes 
ran through the different phases. For example, an item relating to social 
identity in the distress and distancing phase was T feel quite alone because 
nobody understands me’. An item relating to social identity in the optimism 
and growth phase was T do not feel alone anymore’. To maximise content 
validity, statements from original transcripts were left verbatim where 
possible. Items were written in the first person and were aimed at the 
reading ability of a ten year old.
A pool of 84 items was developed (see Appendix 4), following which items 
were reviewed for face validity, readability, redundancy, language, 
formatting and overall suitability. Items were reviewed informally by five 
young people aged between ten and sixteen, three of whom attended 
CAMHS, who commented upon their relevance, readability and 
acceptability.
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Following this, the item pool was refined and a final collection of 30 items 
were placed in random order to form the Request-YP (Appendix 5). Items 
were worded both positively and negatively in order to minimize response 
bias. Response scales were considered by the team. It was decided that a 
simple four-point Likert scale would be used. The physical layout of the 
questionnaire was developed by the team and was designed to be easy to 
read and use.
4.2.3 Development of parent-report measures
Transcripts from interviews with mothers conducted by Simonds et a l 
(submitted) were examined. Analysis of transcripts revealed that there 
seemed to be two parallel parent processes -  that of the parent’s own 
experience of recovering from the distress of their child having a MH 
difficulty, and that of the parent’s perception of their child’s experience of 
PR. This led the team to develop two parent questionnaires: the Request-P, 
which asks parents about their ovm experience, and the Request-PYP, which 
asks parents about their perception of their child’s experience. Development 
of the parent questionnaires followed the same process as development of 
the Request-YP. The parent questionnaire items were informally reviewed 
by ten working age adults who commented upon their readability and 
acceptability.
4.2.3.1 Request-P
Thematic analysis of parent transcripts revealed two main processes 
underlying parents’ own experience: understanding (moving from complete 
confusion to understanding) and self-efficacy (moving from helplessness 
through to recognising and utilising strengths). These two processes seemed 
to follow phases similar to those described by Andresen et a l (2003): 
moving from distress to awareness, preparation/rebuilding and growth. A 
pool of 44 items were developed (see Appendix 6), which were then refined 
by the team to a set of 28 items used to comprise the Request-P (Appendix 
7).
175
4.2.3.2 Request-PYP
Thematic analysis of transcripts from interviews with parents in Simonds et 
al.'s (submitted) study indicated that parents’ perceptions of their child’s 
recovery from MH difficulties centred around three processes: finding 
meaning, developing self-efficacy and building a sense of identity. Again, 
these three processes seemed to follow Andresen et al ‘s (2003) stages. A 
pool of 65 items was developed (see Appendix 8), refined by the team and 
reduced to 35 items which comprised the Request-PYP (Appendix 9).
4.3 Part Two: Initial Validation of the Request scales
4.3.1 Design
The validity and reliability of the Request scales were explored using a 
cross-sectional questionnaire design. This study was designed to provide 
preliminary data on the validity of the Request-YP in a clinical population 
and to assess the relationship between the Request-YP and parent-report 
Request scales.
4.3.2 Recruitment
This part of the study aimed to initially validate the Request measures for 
use with young people experiencing the common MH problems of anxiety 
and/or depression. Children and their parents were recruited from four 
CAMHS teams in an area of Southern England. CAMHS clinicians were 
asked to identify young people who had consulted CAMHS when they were 
between the ages of ten and sixteen and were either still in CAMHS or had 
been discharged. Clinicians were asked to exclude those children with 
Eating Disorder, Autism Spectrum Disorder (ASD) or psychosis since the 
current study was attempting to validate the questionnaire for use with 
children with anxiety and depression. Families identified by clinicians were 
sent questionnaire packs.
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All participants were invited to contact the researcher should they wish to 
receive further information about the study before taking part or to receive 
information about the results of the study. CAMHS teams were also invited 
to request feedback about the results of the study once completed.
A total of 370 families were identified by CAMHS clinicians. Nineteen of 
these families were not eligible for the study for various reasons (for 
example, the child was under age ten). Therefore, a total of 351 
questionnaire packs were sent.
4.3.3 Materials
Questionnaire packs contained a cover letter outlining the study and 
explaining that the pack contained an envelope for parents and an envelope 
for children. The contents of the parent and child envelopes are outlined in 
Table 3 below.
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Table 3: Contents o f Parent and Child Envelopes
Parent envelope contents
Child envelope contents 
Under 16 (U16) 16 and over (016)
Cover Letter U16 Invitation letter 016  Invitation letter
(Appendix 10) (Appendix 13) (Appendix 20)
Parent Information Sheet U16 Information sheet 016  Information sheet
(Appendix 11) (Appendix 14) (Appendix 21)
Parent demographic Assent form Young person demographics
questionnaire (Appendix 12) (Appendix 15) questionnaire
Request-P Parental Consent form 
(Appendix 16)
Request-YP
Request-PYP Young Person demographics 
questionnaire (Appendix 17)
Self-report SDQ
Request-YP
Self-report SDQ 
(Appendix 18)
RSE
(Appendix 19)
RSE
For children aged 16 or over and for parents, return of questionnaires was 
taken to indicate consent to take part in the study.
Questionnaire packs were returned anonymously to the research team via a 
Stamped Addressed Envelope. Children aged sixteen and over could return 
their questionnaire packs separately to parents. Young people under sixteen 
had to return their packs jointly as parental consent was required.
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As part of the initial validation of the Request-YP, the questionnaires 
outlined below, measuring symptoms/behaviour and self-esteem, were 
included in the questionnaire packs.
4.3.3.1 Self-report SDQ (Goodman et al 1998)
The SDQ is a 25-item scale measuring positive and negative aspects of 
behaviour. There are parent- and self-report forms of the SDQ. The latter 
was chosen to be used in this study as the purpose of sending other 
questionnaires was to use them to validate the Request-YP. The self-report 
version is designed for eleven to sixteen year olds. The SDQ is currently 
widely used in CAMHS and was used routinely in the CAMHS teams who 
participated in the current study. Research suggests the SDQ has satisfactory 
reliability and validity (e.g. Goodman, 2001). This, together with the fact 
that it is one of the key measures recommended by CAMHS Outcomes 
Research Consortium, attests to its robust psychometric properties. It was 
decided to use the SDQ for all participants, even if they were outside the 11- 
16 age range, since having different measures would make it more difficult 
to compare and analyse the resulting data. It was felt by the research team 
that ten year olds would be able to understand the language of the SDQ and 
that the content of the SDQ was relevant for those over the age of 16.
‘Pre-therapy’ and ‘Follow-up’ SDQs are available; the former are designed 
to be administered in CAMHS prior to intervention, and the latter post or 
mid intervention. The two versions are similar but the follow up version is 
slightly longer and asks the young person whether they have found coming 
to CAMHS helpful. It was decided to use the ‘pre-therapy’ version in the 
current study as the young people would be asked to complete three 
questionnaires and therefore a shorter version would be preferable. 
Additionally, the aim was to validate the Request-YP against how the child 
felt they were thinking, feeling and behaving, not about how helpful they 
had found their CAMHS experience.
179
The SDQ consists of a Total Difficulties Scale and five subscales. The 
current study used the Total Difficulties Scale score to compare to Request- 
YP scores. Total Difficulties scores can range from 0-40, the higher the 
score indicating more difficulties. Cut-off points for this scale are outlined 
in Table 4.
Normal Borderline Abnormal
0-15 16-19 20-40
4.3.3.2 Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965)
The RSE is a widely used ten item measure of self-esteem originally 
developed for the study of adaptation in youth (Rosenberg, 1965). The RSE 
has received more psychometric analysis and empirical validation than any 
other self-esteem measure (Gray-Little et a l 1997) and multiple studies 
support its robust psychometric properties (e.g. Byrne, 1983; Hagborg, 1993; 
Hagborg, 1996; Bagley et a l 1997). Items are rated on a four point Likert 
scale ranging from 1-Strongly Agree to 4-Strongly Disagree. Scores range 
from 1-40, with a higher score indicating greater self-esteem.
4.3.3.3 Demographic questionnaires
Parents and children were also given a demographic questionnaire, which 
asked about demographic characteristics including education and ethnicity.
4.3.4 Data analysis
Raw data was entered into and analysed using SPSS (version 19), a 
statistical software package. Data was checked for missing values. Missing 
values were replaced with the mean for that item. Data were missing for less 
than 2% of the total Request-YP observations, for less than 1% of the 
Request-P observations and for less than 2% of Request-PYP.
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4.3.4.1 Reliability
Cronbach’s alpha scores were computed to assess internal reliability of the 
scales.
4.3.4.2 Face validity
Frequencies of participants using each of the response categories for each 
item on the Request scales were computed. This was done in order to 
examine whether there was a good spread of responses. Spread can indicate 
if the items discriminate between participants (i.e. the responses to each 
item are not all clustered at the extremes of the scale). Additionally, 
response rate to items can be a gauge of comprehension and relevance.
4.3.4.3 Construct validity
Scores on the Request scales were correlated with scores on the other 
measures to determine whether results were consonant with the nature of the 
concept of PR. Correlations in expected directions (i.e. a positive correlation 
with self-esteem as measured by the RSE and a negative correlation with 
difficulties as measured by the SDQ) would provide evidence of construct 
validity.
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5. RESULTS
The results section will firstly outline analysis of young person data, and 
secondly data from parents. Finally, analysis of data from matched children 
and parents will be presented. Ns in the analysis will differ due to missing 
data in some variables.
It is first noted that the response rate achieved did not allow for factor 
analysis to be undertaken^^, a limitation of the study which will be discussed 
further in ‘Discussion’. The current analysis therefore provides information 
on the internal consistency and construct validity of the scales. Large 
sample studies will be required to assess, using factor analysis, whether the 
Request scales represent a single concept relating to recovery.
5.1 Data from Children and Young People
The data used in this section is from all those young people who returned 
their questionnaire sets, regardless of whether a matching parent 
questionnaire set was received.
5.1.1 Demographic characteristics
Completed questionnaire packs were returned by 47 children (response rate 
13%), of which 46 had completed the demographics questionnaire. The 
mean age of respondents was 14.7 (SD=2.37; minimum 10; maximum 18). 
The mean amount of time children had been receiving services at CAMHS 
was 2 years and 5 months (SD=34.7 months; minimum 1 month, maximum 
9 years 11 months). Table 5 outlines the demographic characteristics of the 
sample of young people.
Factor analysis would not be advised where the participant to item ratio is less than 2:1 
(Costello and Osborne, 2005), which was not achieved in this study.
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Table 5: Demographic Characteristics o f the Young People who Completed
the Request-YP
Characteristic n (%)
Female 37(80)
Currently in Full Time Education 40 (87)
Ethnicity
White British 44 (96)
White and Asian 2(4)
Other people in household
Mother 42 (91)
Father 29 (63)
Step-parent 2(4)
Parent's partner 2(4)
Grandparents 1(2)
Sister(s) 19(41)
Brother(s) 23 (50)
Foster sister 1(2)
Who brings the child to CAMHS
Mother 36 (78)
Father 11(24)
Grandparents 1(2)
5.1.2 Request-YP
All 47 children completed the Request-YP. Table 6 below displays the 
median and mode response for each item. The maximum total Request-YP 
score would be 90, with a higher score indicating a greater sense of PR^ .^ 
The mean total Request-YP score was 50 (SD=16.8; minimum=ll, 
maximum=79).
Scoring system: 0 = Not at all. 1 = A little, 2 = A lot, 3 = Completely. For those items 
marked with * (negatively worded items), scoring is reversed.
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Table 6: Median and Mode Responses^"^ to Request-YP Items (n=47)
Item Median Mode
1 I enjoy being with my friends 2 2
2 Talking about my problems makes me feel better 1 1
3 My problems will always ruin my life* 1 1
4 I do not see my friends because o f how I feel* 1 1
5 Knowing that there are other people my age with similar problems 1 1
6 I am too frightened to do anything* 0 0
7 I can see how my life could be better 2 2
8 I do not feel alone any more 1 1
9 I have a better understanding o f my problems 2 2
10 I have no life* 0 0
11 My problems are not affecting me as badly as before 1 1
12 I have abilities and talents 2 2
13 I find ways to be with my friends 2 2
14 I feel quite alone because nobody understands me* 1 1
15 I cope with my problems much better than before 2 2
16 I do not know who I am any more* 0 0
17 I wish I could be like other people my age* 2 3
18 I am hopeful about my future 2 2
19 I look for people to talk to about my problems 1 1
20 I believe in myself 1 2
21 I am not different to other people my age 1 1
22 I understand my problems 2 2
23 I have no confidence in myself* 1 1
24 I do not understand my problems at all* 0 0
25 I have learnt ways to manage my problems 2 2
26 I like who I am 1 1
27 People around me understand and can help me 1 2
28 I try my hardest and, if it fails, I try again 1 1
29 I try not to share my problems with anybody* 1 1
30 I can enjoy my life despite having my problems 2 1
Responses appear to be distributed among the different response categories 
(see Appendix 22), with the exception of question six (T am too frightened 
to do anything’), to which no participant responded ‘completely’. Responses 
in the extremes (‘not at all’ and ‘completely’) suggest that central tendency 
is not apparent, and the spread of responses suggests that participants could 
understand the response scale and that the items on the scale were able to 
distinguish between individuals.
minimum=0, maximum=3 for all items.
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5.1.2.1 Request-YP internal reliability
Cronbach’s alpha for the Request-YP was .94 (n=47), indicating high 
internal reliability. Item-deleted analysis indicated that scale alpha values 
would not be higher than .94 if any specific items were deleted. However, 
four items (numbers, 7, 19, 23 and 24) had a low (<.3) correlation with the 
total scale score. On examining the inter-item correlation matrix, these items 
also did not correlate above .3 with the majority of other items. Field (2009) 
suggests that items with an Item-Total Correlation of less than .3 should be 
removed. Therefore, these four items were removed from the scale before 
conducting further analyses. Following the deletion of these items, alpha 
increased slightly to .95. The maximum total score following item deletion 
would be 78. The mean score on the Request-YP following item deletion 
was 43 (SD=16.02).
5.1.3 Strengths and Difficulties Questionnaire (SDQ)
Forty-seven children completed the SDQ. The majority of children (n=21, 
45%) scored in the ‘normal’ range of the SDQ Total Difficulties scale. Nine 
(19%) scored in the ‘borderline’ range and seventeen (36%) in the 
‘abnormal’ range. Cronbach’s alpha in this sample was .72, indicating good 
internal reliability.
5.1.4 Relationship between Request-YP score and SDQ score
The differences in Request-YP scores for those children in different SDQ 
total difficulties scale categories are outlined in Table 7 below. Although the 
range of Request-YP scores in the three categories are variable and the 
distributions overlap, the lowest Request-YP score is in the ‘abnormal’ 
group and the highest in the ‘normal’ group.
Table 7; Request-YP Scores and SDQ Categories
SDQ total difficulties category (n) Mean
Request-YP total score 
Median SD Minimum Maximum
Normal (21) 55 57 9.7 38 69
Borderline (9) 38 42 11.96 17 54
Abnormal (17) 32 34 14.28 8 56
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Request scores in each group were normally distributed and did not violate 
the assumption of homogeneity of variance. However, group sizes were 
unequal. Therefore, the non-parametric equivalent of an ANOVA, the 
Kruskal-Wallis test, was conducted to investigate whether the differences in 
Request-YP scores were significant.
There was a significant difference in Request-YP score in the different SDQ 
total difficulties categories, //(2)=22.74,/?<.0001. Mann-Whitney tests were 
conducted to follow up this finding. A Bonferroni correction was applied 
and all effects were tested at a .0167 level of significance. Total Request YP 
scores in young people who scored in the ‘normal’ range (Mdn=51) were 
significantly higher than those who scored in the ‘borderline’(Mi«=42) 
range, (7=25.5, z=-3.13, p<.003, r=-.57 and were also significantly higher 
than those scoring in the ‘abnormal’ range (Mdn=34), (7=28.5, z=-4.409, 
/?<.0GG1, r=-.72. Both these differences had large effect sizes (Field, 2GG9). 
There was no significant difference between the total Request YP scores of 
those in the ‘borderline’ versus ‘abnormal’ ranges of the SDQ total 
difficulties scale {Mdns=42, 34 respectively), , (7=54.5, z=-1.187, p>.05, 
r=-.23.
5.1.5 Relationship between Request-YP scores and self-esteem
Forty-six children completed the RSE. The mean score on this measure was 
15 (SD=7.23), indicating that the majority of the sample reported relatively 
low self-esteem (scores on this scale can range from 1-4G). The RSE 
showed high internal reliability in this sample, Cronbach’s alpha = .92.
As there are no defined cut-off scores for the RSE, a correlation was used to 
examine the relationship between the RSE and Request-YP scores. Request 
and RSE scores were normally distributed, D(46)=.G98, /?>.G5, D(46)=.G88, 
/?>.G5 respectively. A Pearson correlation was conducted. Results showed a 
strong and significant correlation between total RSE score and total 
Request-YP score, r=.M5,p (two-tailed)<G.GG 1, n=46.
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5.2 Parent Data
The data used in this section is from all those parents who returned their 
questionnaire sets, regardless of whether a matching child questionnaire set 
was received.
5.2.1 Demographic characteristics
Fifty-five parent questionnaire sets were returned (response rate 16%). One 
participant was removed from the dataset due to non-completion of six 
(21%) Request-P questions, 5 (14%) Request-PYP questions and 
uncompleted demographics questionnaire. The mean age of parents was 45 
(SD=5.16; minimum 31; maximum 59). Demographic characteristic of 
parents who completed the Request-P and -PYP scales are outlined in Table 
8 below.
Table 8: Demographic Characteristics o f Parents
Characteristic n (%)
Female 52 (96)
Ethnicity
White British 51 (94)
White and Asian 1(2)
White Other 2(4)
Qualifications held
Postgraduate degree 6(11)
Undergraduate degree 17(32)
BTECH/HND/NYQ 16(30)
A levels 23 (43)
GCSEs 47 (89)
Employment Status
Employed 48 (89)
Unemployed 3(6)
Housewife 3(6)
Relationship Status
Married 35 (65)
Co-habiting 5(9)
In a relationship (not co-habiting) 2(4)
Separated/divorced 8(15)
Single 4(7)
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Parents’ occupations were categorised using a system based on the Standard 
Occupational Classification 2010 (Elias & Birch, 2010). A wide variety of 
occupations were reported (see Appendix 23). The most common categories 
were Caring Personal Services (17%), Corporate Managers and Directors 
(10%) and Administrative Occupations (10%).
Parents also responded to questions about the demographic characteristics of 
their child that was attending CAMHS (see Table 9 below).
Parent-reported child characteristic n(%)
Female child 40 (76)
Child currently in Full Time Education 46 (85)
CAMHS attendance
Still attending CAMHS 43 (80)
Discharged 11(20)
Received help with MH difficulty previous to CAMHS 5(9)
Child Medication
Any medication 35 (65)
Psychiatric medication 25 (39)
Child Anxiety/Depression
Anxiety 13 (24)
Depression 8(15)
Both 9(17)
Not reported 24 (44)
Child experiencing Physical Health Problems 20 (37)
5.2.2 Request-P
All 54 parents completed the Request-P. Table 10 below displays the 
median and mode responses for each item^^
Scoring system: 0 = Not at all, 1 = A little, 2 = Mostly, 3 = Completely. For those items 
marked with * (negatively worded items), scoring is reversed.
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There was good variability in responses and no floor or ceiling effects on 
the items, with the exception of item 2 (see table in Appendix 24).
5.2.2.1 Request-P internal reliability
Cronbach’s alpha for Request-P scores was .87, indicating high internal 
reliability. Item-deleted analysis indicated that scale alpha values would not 
be higher than .87 if any specific items were deleted. However, six items 
(numbers 1, 2, 3, 10, 15 and 24) had a low (<.3) correlation with the total 
scale score. On examining the inter-item correlation matrix, these items also 
did not correlate above .3 with the majority of other items. Therefore, these 
six items were removed from the scale before conducting further analyses. 
Following the deletion of these items, alpha increased slightly to .89. The 
maximum possible Request-P score following item deletion was 66. The 
mean score following item deletion was 47 (SD=9.29).
5.2.3 Request-PYP
All 54 parents completed the Request-PYP. Tables 11 and 12 below display 
the median and mode responses for each item*^. The maximum possible 
score on the Request-PYP was 105. The mean score on the Request-PYP 
was 59 (SD=18.3).
Scoring system: 0 = Not at all, 1 = A little, 2 = Mostly, 3 = Completely. For those items 
marked with * (negatively worded items), scoring is reversed.
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Results show a good spread of responses across the response categories (see 
table in Appendix 25).
5.2.3.1 Request-PYP internal reliability
Cronbach’s alpha for the Request-PYP was .95, indicating high internal 
reliability. Item-deleted analysis indicated that scale alpha values would not 
be higher than .95 if any specific items were deleted. Additionally, all items 
correlated >.4 with the total scale score. Therefore, no items were removed 
in subsequent analyses.
5.2.4 Relationship between Request-P and Request-PYP
Request-P and -PYP scores were normally distributed, Z)(54)=.089, /?>.05, 
D(54)=.097, p>.05 respectively. A Pearson’s correlation was conducted. 
Results showed a strong and significant correlation between total Request-P 
and total Request-PYP score, r=.753, p(two-tailed)<.0001, n=54.
5.3 Matched Parent and Child Data
The data in this section is taken from matched pairs of children and parents, 
where both the child and parent returned their questionnaires.
5.3.1 Demographic characteristics
Forty matched parent-child questionnaire sets were returned. All 40 parents 
in the matched parent-child dataset were female. The mean age of the 
parents was 44.7 years (SD=5.46; minimum=31; maximum=59). The mean 
age of the 40 young people was 14.4 years (SD=2.43; minimum 10, 
maximum 18). Tables 13 and 14 below outline the demographic 
characteristics of the parents and children in the matched parent-child 
dataset. Parents were asked to complete demographics questionnaires about 
both themselves and their child.
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Table 13: Characteristics o f Parents in the Matched Dataset (n=40)
Parent Characteristic n(% )
Female 40(100)
Ethnicity
White British 39 (98)
White Other 1(2)
Qualifications held
Postgraduate degree 5(13)
Undergraduate degree 13 (33)
BTECH/HND/NVQ 12 (30)
A levels 17 (43)
GCSEs 34 (85)
Employment Status
Employed 36 (90)
Unemployed 2 (5 )
Housewife 2 (5 )
Relationship Status
Married 25(63)
Co-habiting 3(8)
In a relationship (not co-habiting) 1(3)
Separated/divorced 8 (20)
Single 3(8)
Table 14: Parent- and Child-Reported Child Characteristics (n=40)
Characteristic
Parent-reported 
n (%)
Child-reported 
n (%)
Female child 32 (80) 32 (80)
Child in full time education 33 (83) 34 (85)
Child Ethnicity
White British 39 (98) 39 (98)
White and Asian 0 0
White Other 1(2) 1(2)
CAMHS involvement
Received help for difficulties prior to CAMHS 3(8) 17 (43)
Still currently in CAMHS 33 (83) -
It is of note that, as outlined in Table 14, seventeen children reported that 
they had previously received help for their difficulties, but only three 
parents.
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Seven children (18%) had been discharged from CAMHS. The mean 
amount of time from discharge for these children was 4.7 months (SD=6.62)
The difficulties parents reported their child to be experiencing, and 
medication status of the child, are outlined in Table 15 below.
Table 15: Parent-Reported Child Difficulties (n=40)
Difficulty n(%)
Anxiety 13 (33)
Depression 6(15)
Both 7(18)
Not reported 14(35)
Medication
Any medication 35 (88)
Psychiatric medication 20 (50)
Table 16 outlines parents’ and children’s mean scores on each of the 
measures.
Table 16: Mean Scores on Measures from the Matched Dataset
Measure Mean SD n
Child
Request-YP 44 15.42 40
SDQ Total difficulties 17 6.33 40
RSE 15 7.04 39
Parent
Request-P 47 10.07 40
Request-PYP 59 19.42 40
5.3.2 Relationship between SDQ scores and parent Request Scales
The differences in Request-P and -PYP scores in children scoring different 
SDQ total difficulties categories and their parents are outlined in Table 17 
(differences in Request-YP scores in the three SDQ categories were outlined 
previously in Table 7).
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Request-P and -PYP scores in each group were normally distributed and 
did not violate the assumption of homogeneity of variance. However, group 
sizes were unequal. Therefore the Kruskal-Wallis test was conducted to 
examine whether differences in Request scores outlined in Table 17 were 
significant.
There was a significant difference between Request-P scores and Request- 
PYP scores in the different SDQ categories, //(2)=8.83,p<.05; 77(2)= 13.11, 
p<.01 respectively. Mann-Whitney tests were conducted to follow up this 
finding. A Bonferroni correction was applied and all effects were tested at 
a .0167 level of significance.
Total Request-P scores were not significantly different in parents whose 
child scored in the ‘normal’ range (Mdn=53) versus those whose child 
scored in the ‘borderline’ range (Mdn=45) on the SDQ total difficulties 
scale, [7=36.5, z=-1.839, j9>.0167, r=-.37. However Request-P scores were 
significantly higher in those parents whose children scored in the ‘normal’ 
versus the ‘abnormal’ range (Mdn=44% [7=52, z=-2.854,p<.01, r=-.5.
Total Request-PYP scores in parents whose child scored in the ‘normal’ 
range (Mdn=70) were not significantly higher than those who scored in the 
‘borderline’ range {Mdn= 54) on the SDQ total difficulties scale, [7=34, z =- 
1.98, p>.0167, r=-.4. However, Request-PYP scores of parents with
children in the ‘normal’ SDQ Total Difficulties category were significantly 
higher than Request-PYP scores from parents with children scoring in the 
‘abnormal’ range (M7«=48), [7=32.5, z=-3.589,p<.0001, r=-.63.
There were no significant differences between parents of children in the 
‘borderline’ versus ‘abnormal’ SDQ categories on either of the parent 
Request scales.
5.3.3 Correlations between the measures
Scores on all measures were normally distributed (see Appendix 26). Using 
the matched dataset, the relationship between scores on the Request scales
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and scores on the SDQ and RSE was examined by conducting Pearson 
correlations^^ (see Table 18).
Table 18: Pearson Correlations between Child and Parent Measures
Pareut measures
Child measures Request-P Request-PYP
Request-YP .593** .607**
SDQ -.451* -.553*
RSE .591** .534**
*indicates p<.01, **p<.001
All measures correlated significantly with each other. With the exception of 
the correlation between the SDQ and Request-P, effect sizes were large 
(>.5). As for the total child data, there was a significant positive correlation 
between the parent Request scores and RSE scores and significant negative 
correlation between parent Request scores and SDQ scores. Taken together 
with the child data presented earlier, this pattern of correlations suggests 
convergent validity of the Request scales.
Correlation analysis showed no significant relationship between number of 
months in CAMHS and scores on any of the measures. Age was 
significantly negatively correlated with RSE score, r=-.503, /?(two- 
tailed)<.01, but did not show significant correlations with any other measure, 
including the Request-YP, r=-.237,p(two-tailed)>.05.
NB correlations between child-reported measures using the total child data, and between 
parent-reported measures using the total parent data, have been reported in an earlier 
section. These results use only matched parent-child data.
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6. DISCUSSION
This section will discuss the results of the study, its strengths and 
weaknesses and implications for clinical practice and future research. Prior 
to a full discussion of the results and implications of this study, the main 
results will be briefly summarised.
6.1 Summary of Results
Statistical analysis indicates that all three PR measures have good internal 
reliability. The use of items derived from original interview transcripts 
maximised the content validity of the measures. Participants’ responses to 
the measures suggest they have face validity. The question as to the factor 
structure of each Request measure remains unanswered as the sample size 
achieved did not allow for factor analysis to be undertaken. All three 
measures showed a significant positive relationship with a measure of self­
esteem and a significant negative relationship with a measure of symptoms, 
demonstrating convergent validity. None of the three measures was 
significantly correlated with age, suggesting that Request scores do not vary 
as a function of child age. All three Request measures were significantly 
positively correlated with each other. This suggests good correspondence 
between child and parent reports of the child’s PR process. Additionally, 
this suggests that the parent’s own process is positively related to that of the 
child’s.
6.2 Reliability
Reliability, when applied to measures, has two meanings: stability over time 
and internal consistency (Kline, 2000). Test-retest reliability was not 
examined in this study due to time constraints. Future research is needed to 
assess the test-retest reliability of the Request scales. However, it is difficult 
to assess test-retest reliability for something that is likely to vary over time,
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such as PR. A possible solution to this difficulty, which would be difficult in 
practice, would be to leave a short time gap between administering and re- 
administering the measure. This would have likely proved challenging in the 
current study given the poor response rate.
6.2.1 Internal reliability
All measures showed good internal reliability with Cronbach’s alphas of 
above .85. It could be argued that alphas this high could suggest bloated 
specifics, a high alpha caused by the content of many items being similar, 
rather than reflecting true internal consistency (Cattell, 1973). However, 
longer scales do tend to have higher alpha estimates (Cortina, 1993). The 
highest alpha was reported for the Request-PYP, which was the longest 
scale, with 35 items. Equally, the Request-P had the fewest items and lowest 
alpha. Additionally, on examining the Request scales, there is variation in 
the content of the items: the items reflect the different themes identified in 
the analysis of the interview transcripts. However, there are some similar 
questions which may be worthwhile removing for future analysis of the 
scales’ psychometric properties. For example, a single item could replace 
Request-YP items 1 (“I enjoy being with my friends”) and 13 (“I find ways 
to be with my friends”).
Item-Deleted Analysis did not highlight any items to be removed from the 
Request-PYP. However, with 35 items, this is a long scale. This is 
something that needs to be taken into account when considering the 
practical application of these measures. This is especially important as if 
both Request-P and -PYP were used, parents would be completing two 
questionnaires. Future studies could investigate redundancy of Request-PYP 
items with a view to reducing the length of the questionnaire, making it 
faster to complete.
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6.3 Face and Content Validity
Content validity was maximised by ensuring that items were generated from 
transcripts of interviews with young people in CAMHS and their parents, 
allowing interviewees’ experience and knowledge to contribute to the 
validity of the scale. This is likely to produce greater face validity and the 
current data supports the case for face validity in a number of ways.
The low proportion of missing data on the scales (less than 2% on Request- 
YP and -PYP and less than 1% on Request-P) is indicative of good face 
validity. Furthermore, responses were distributed among the different 
response categories for the majority of items on all three measures. This 
spread of responses suggests that items were relevant, that participants 
understood the response scale and that items were able to distinguish 
between individuals.
Although responses to items on the three measures were generally well 
distributed among the response categories, there were however some 
exceptions. No young person responded ‘completely’ to Request-YP 
question 6 (“I am too frightened to do anything”). This may be because the 
sample was biased towards those who were not at the very beginning of the 
PR process or that the item is too extremely worded.
On the Request-P scale, responses to item 2 (“I realise that my child is not 
the only one with difficulties”) were heavily biased towards the positive end 
of the response scale, with no one responding ‘not at all’. On face value, it is 
unlikely that a parent would believe completely that no other child had 
difficulties. To increase the item’s ability to discriminate between 
individuals, the question could be modified to “I realise that my child is not 
the only one with these difficulties”. There were several other items on the 
Request-P scale where no parent responded ‘not at all’, although the 
responses to these items were distributed amongst the remaining three 
response categories. The reason for this lack of ‘not at all’ response may be 
that, as suggested above, the children in this sample were not at the very
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beginning of their PR process. The child’s ability to cope with their 
difficulties affects the parents’ perceived competence (Farmer et al. 1997). 
Therefore the parents in this sample were more likely to be feeling more 
able to cope. Additionally, the families in this sample had been attending 
CAMHS on average for over two years. It is therefore likely that parents 
had received either formal or informal intervention, including 
psychoeducation and advice on managing their child’s distress. This would 
make it unlikely that parents in this sample would respond ‘not at all’ 
questions such as “I know there are different ways in which I can help my 
child” (Request-P item 18) or “I understand how to help my child” 
(Request-P item 25). The response rate in this study was low and perhaps it 
was only those families who felt more able to deal with the demands of the 
questionnaires that took part. Such families might be those who are further 
advanced in the PR process.
Responses to Request-PYP items seem to have been the most evenly 
distributed. Only two questions (“My child feels in control of situations 
most of the time” and “My child is able to deal with setbacks”) received no 
responses in one category (“completely”). This makes sense when 
considering that it is completely normal that a young person (or in fact any 
individual) would not feel in control or able to deal with setbacks all the 
time.
On further examination of items, some may have been unclear to 
respondents. For example, the last four words of Request-PYP question 11 
(“my child feels in control of situations most of the time”) are redundant, as 
the response scale is frequency-based. Items 13 and 15 of the Request-P 
(“Although sometimes what my child is dealing with is scary, I know what 
to do to help”; “Although I am unsure how to help, I am able to listen to my 
child”) both have two parts to the sentence. Therefore it is unclear what part 
of that question the parent is responding to.
It was decided not to include a questionnaire about the acceptability of the 
measures in the packs sent out to children and their parents due to the large
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amount of information they were already being asked to complete. However, 
this would have enabled more information to be used when considering face 
validity. Future research assessing the validity of the scales could consider 
including an acceptability survey.
6.4 Construct Validity
Construct validity was assessed by investigating convergent validity. As 
expected, scores on all three Request scales were significantly positively 
correlated with scores on the Rosenberg Self Esteem Scale (RSE) and 
significantly negatively correlated with the SDQ Total Difficulties scale, a 
measure of symptoms and difficulties. This is in line with literature in adult 
PR which suggests that it is positively associated with self-esteem and 
negatively associated with symptoms. Correlations between all three 
Request measures, RSE and SDQ scores were significant and showed 
medium to large effect sizes. This suggests that the Request measures are 
related to these concepts.
The strongest correlation was between Request-YP and RSE scores. The 
strength of this correlation raises an interesting question about conceptual 
similarity. However, the differing correlations with age noted earlier make 
this interpretation less straightforward. PR seems to be a distinct concept 
that is significantly related to self-esteem. On examining the Request-YP 
and RSE, it is clear that there are similarities between some items (for 
example Request-YP item 20: “1 believe in myself’ and RSE item 10: “I 
take a positive attitude towards myself’). However, there are also clear 
differences. For example, the Request-YP specifically asks about the impact 
the child’s difficulties are having on their life (e.g. “My problems will 
always ruin my life”). The relationship between self-esteem and PR reported 
in this study is consistent with research in adult PR which has shown a 
positive relationship between the two concepts. Additionally, it makes 
theoretical sense that PR and self-esteem increase at the same time because
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PR seems to be about self-acceptance, despite limitations. Compassion 
theory and research (e.g. Gilbert, 2009) would suggest that self-worth 
increases when one accepts one’s limitations. Future research could further 
explore the differences and similarities between the concepts of self-esteem 
and PR in children.
As well as correlating as expected with measures of other concepts, the 
Request scales also correlated significantly with each other. Although the 
Request scales are not established scales, and it would therefore be 
presumptuous to use this as evidence of construct validity, it does suggest 
that the parent and child have a similar perception of the child’s PR process. 
Previous research has highlighted inconsistency between parent- and child- 
reports of symptoms and difficulties. Therefore, measuring PR may be a 
way of monitoring something that is relevant to both child and parent. 
However, as this study did not administer parent-report versions of the SDQ, 
further research is needed to examine the difference in relationship between 
parent and self- report Request scales versus parent- and self- report SDQ.
The significant correlation between the Request-YP and -P  scales suggests 
that the child and parent’s recovery processes are related; when a child feels 
more positive and hopeful about their future, so does the parent feel stronger 
and more confident in their ability to support their child. This is line with 
research which suggests that the child’s emotional status affects the parents 
and vice versa (e.g. Farmer et al 1997).
6.4.1 Do Request-YP scores vary as a function of maturity?
One of the differences between applying a PR concept to children versus 
adults is that children have different developmental trajectories and still 
have many developmental tasks to complete. Therefore it is necessary to 
determine whether PR simply varies as a function of increasing maturity, for 
example with the development of independence and identity. Results 
demonstrated that there was not a significant correlation with age, 
suggesting that PR is more than a solely developmental process. Age was,
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however, significantly negatively correlated with RSE scores. Given the 
high correlation between the RSE and Request-YP, it is interesting that 
unlike the RSE, the Request-YP was not significantly associated with age. 
This supports the idea that perhaps the RSE and Request-YP are 
conceptually related but distinct measures.
6.5 Strengths of the Study
This study had a number of strengths. Firstly, the Request measures were 
developed from data from interviews with children and their parents who 
had direct experience of the concept the scales are intended to measure. This 
is in line with the philosophy of the PR approach in adult MH which 
emphasises the importance of service user-led definitions rather than 
professional or academic writings.
Secondly, the sample that completed the Request scales was derived from 
clinical services in which the measures may be most relevant. This 
maximised the ecological validity of the study.
Thirdly, like most measures currently used in CAMHS, a parent- as well as 
self-report measure was developed, which lends itself to the multi-informant 
format that is favoured in CAMHS settings. Additionally, a measure 
assessing the parents’ own PR process was developed. Obtaining 
information about the parents’ own process is important for two main 
reasons: the nature of the work of CAMHS means that parents are usually 
formally or informally involved in the intervention. Additionally, the child’s 
wellbeing will be affected by the parents’ ability to cope and support them.
Fourthly, the matched parent-child dataset demonstrates consistency 
between parent and child answers to demographic questions. This suggests 
that participants were responding honestly and thoughtfully to the 
questionnaires. It is of note, however, that in the matched dataset, only three 
parents reported that their child had received help prior to CAMHS,
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compared to the forty-three percent of children who reported this. This 
suggests that children may have sought help independently, or that the 
child’s perception of ‘receiving help’ was different to the parents’. For 
example, it could be that children classed asking for help from a friend as 
‘receiving help prior to CAMHS’, whereas the parents may have perceived 
‘receiving help’ as limited to more formal support services.
Finally, this study has provided a platform from which future research can 
both continue to assess the psychometric properties and validity of the 
measures and continue to investigate the concept of PR in children and 
young people.
6.6 Limitations of the Study
As well as those limitations already addressed, there were a number of 
weaknesses of this study. Firstly, a significant limitation was the sample size. 
The sample was too small to conduct factor analysis, meaning that the 
current study was not able to investigate whether the Request scales 
represent a single concept relating to recovery. Although internal reliability 
of the scale was high, suggesting that the items were tapping a related 
domain, the question of the factor structure of the scales is unanswered in 
the current study.
Although a significant number of families were sent questionnaires (n=351), 
the response rate was very poor. Research suggests that mailed 
questionnaires can expect up to a 48% response rate (e.g. Yu & Cooper, 
1983). However, this study only achieved a response rate of 13% for 
children’s questionnaires and 16% for parent questionnaires. There are 
several potential reasons for this. Families experiencing high levels of 
distress may be less likely to return questionnaires. This also raises the 
question as to whether the current sample is biased in favour of those 
families who are coping better. As such, this questions the generalizability
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of the findings. Conversely, families who were no longer experiencing 
significant levels of stress may have wanted to avoid thinking about 
previous distressing times. One family contacted the chief investigator to 
explain that they had chosen not to complete the questionnaire, or pass it on 
to their child, as their child was now doing well and the parent was worried 
about ‘bringing everything back’. Additionally, there was a large amount of 
information to be completed, which may have been off-putting. Future 
research using large samples will be required to assess, using factor analysis, 
whether the Request scales represent a single concept relating to recovery.
The second limitation is that, although the sample included children and 
parents of different ages, and the parents’ sample had a good range 
educational and occupational statuses, the sample was not culturally or 
gender diverse. Although the cultural diversity of the sample reflected the 
geographical area from which data was collected, this limits the 
generalizability of the findings. The child sample was majority female and 
all parents in the matched dataset were female. Further research is needed 
using the questionnaires with a more culturally and gender diverse 
population.
Thirdly, a high proportion of the sample scored in the ‘normal’ range of the 
SDQ Total Difficulties scale. This meant that the sample was not 
representative of the broad spectrum of severity of difficulties that is seen in 
CAMHS. It could be that those families who were experiencing most 
difficulty were less likely to complete and return the questionnaires than 
those experiencing less difficulty. Additionally, selection of suitable 
families by clinicians may have been biased towards those with less severe 
difficulties: during the recruitment process some clinicians expressed
concern about sending out questionnaires to those families experiencing 
severe difficulties. Changing recruitment strategy, for example using the 
measures as a trial in routine clinical practice, may overcome this problem, 
although this process would not be without difficulties.
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Finally, information about the child’s main and comorbid difficulties was 
often not reported, hindering an accurate description of the sample. 
However, the recruitment process involved clinicians identifying suitable 
children. Therefore it could be assumed that those children for whom there 
is no information about their main difficulties did meet inclusion/exclusion 
criteria. Additionally, PR is an idiographic, complex concept which will 
differ between individuals, not between different diagnostic groups. This 
suggests that specific information regarding main difficulties/diagnoses is 
not vital. Items on the Request scales are not diagnosis-specific therefore 
will be relevant to a range of children that would be likely to be attending 
CAMHS. The specific inclusion/exclusion criteria for this study does 
however mean that future research is needed to assess the appropriateness of 
the Request scales for young people experiencing those difficulties that 
were a basis for exclusion from this study.
6.7 Critique of Applying Personal Recovery to Children and Young 
People
As discussed in ‘Introduction’, there have been debates about applying the 
concept of PR to children due to the similarities of the concept to resilience, 
the use of the word ‘recovery’ and the lack of empirical research as yet. 
Additionally, PR is a concept that stems specifically from one area of adult 
MH, namely SMI. Therefore caution must be used when investigating the 
relevance of the concept to children. As employed in this study, bottom-up 
methods of investigating children and young people’s experience should be 
used to avoid contaminating the concept with existing adult ideas of PR, 
which may not be relevant to children. Simonds et al. (submitted) make 
reference to the challenge of investigating PR when the term ‘recovery’ is 
understood in everyday usage to mean a return to normal functioning. 
Hence the design employed by Simonds and colleagues was to enquire 
about the experience of CAMHS engagement over time rather than 
‘recovery’ in order to see if anything useful could be distilled about the
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potential relevance and process of recovery for young people. As such, the 
derivation of the measures of PR rests on these assumptions.
Although this study suggests that PR is a concept that is understood by 
young people and their parents, and associated with their self-esteem and 
the symptoms/difficulties they are experiencing, more research is needed to 
investigate the concept in order that, as in adult MH, models of PR in 
children can be developed. This will then, as has happened in adult MH, 
facilitate the development of PR-oriented services.
6.7.1 Critique of trying to measure personal recovery
This study suggests that it is possible to develop a measure of a PR process 
based on service user descriptions. However, concerns have been raised in 
the literature on PR in adults that quantitative measurement does not fit a 
concept that by its very nature is unique to each individual. These debates 
could equally be applied to measuring PR in children and young people. 
Although the Request measures are based on individual accounts, they are 
nomothetic (group based) measures and therefore cannot capture every 
aspect of each individual’s experience. However, all measures that are to be 
used to demonstrate quantitative change, which is how change is currently 
demonstrated by measures in CAMHS (Walport et a l 2012), will suffer 
from this. However, current guidance for clinicians purports that measures 
should be used in collaboration with the service user, ensuring the use of the 
scale is meaningful and using qualitative as well as quantitative information 
gained from the administration of the measure to guide intervention (CYP- 
lAPT Outcomes-Oriented Practice Group, 2012). Therefore, with Request 
measures too, qualitative information about the individual’s process could 
be attained. Additionally, Request scales could be used alongside existing 
Goal-Based Outcomes (GBO) measures; in this way, the service user would 
identify three specific, individual, goals (Law, 2010) but also be able to 
report more holistically on their PR process through the use of the Request 
scales. The advantage of a PR based measure over the other measures is that
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the quantitative information gained can be used to demonstrate change to 
service providers that may not be captured on existing outcome measures.
An unwelcome consequence of using a PR based scale as an outcome 
measure could be that service users take it to mean that there is a ‘right way’ 
to recover; using PR measures as an outcome measure implies that a 
positive outcome will be the same for each individual. However, in an era of 
evidence-based interventions, the pressure to measure outcomes in services 
is increasing (e.g. Holloway, 2002). Failing to develop measures of PR 
could lead to the increasing prominence of symptom- or diagnosis- based 
measures. Measures of PR in children could be used in future to evaluate 
interventions and services. In this way, measures of PR could aid the wider 
dissemination of PR ideas in services for children and young people.
6.8 Clinical Implications
It is hoped that having a measure of PR for use in CAMHS would allow 
children and their parents to monitor and reflect upon how they have 
progressed, focussing on areas that do not depend upon diagnosis or 
symptoms but upon the individual’s hopes, identity and social world. 
Results of this study suggest that, unlike symptom-based measures, parent- 
and child- reports are consistent. This suggests that even if children and 
parents disagree about behavioural or symptomatic change, they do show 
some agreement upon more holistic changes, such as the degree of hope or 
sense of positive identity the child has. Thus these measures may capture a 
shared experience of children and parents that is not captured on existing 
measures.
PR principles are not novel ideas and are, in fact, an inherent part of many 
clinicians’ practice. However, until recently, the measurement of outcomes 
in CAMHS has been focused upon symptoms or behavioural indicators of 
difficulties associated with having a particular MH problem. The National 
CAMHS Review (DoH, 2008) reported that children and their parents
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highlighted a holistic approach as one of the key features of effective 
services. It is hoped that the Request measures would allow change based on 
PR to be measured in a reliable and valid way, enabling this information to 
be used not only by the individual family but by the service to demonstrate 
outcomes to service funders. Additionally, as has happened in adult MH, 
routinely using a measure based on PR principles will encourage teams to 
regularly consider the effect of their service on not only symptoms but on 
the more holistic aspects of the individual and their family.
6.8.1 Implications for the concept of personal recovery in young people
Although the sample was too small to allow factor or cluster analyses to be 
conducted to investigate how the items would cluster and into how many 
factors, the high alpha reported for all three scales suggests a strong 
common factor (Cortina, 1973), which could be that of PR. As outlined 
below, the results of this study suggest several areas of future research.
6.9 Future Research
6.9.1 Future of the Request scales
This study has provided initial evidence of the reliability and validity of the 
Request-YP, and for the reliability of the Request-P and -PYP. More 
research is needed to investigate the psychometric properties of these scales.
Firstly, research is needed using a sample with a large n, which is culturally 
diverse and incorporates children (and their parents) with different types and 
severity of MH difficulties and at different stages of their intervention with 
CAMHS. Researchers could then conduct more sophisticated statistical 
analyses, such as factor or cluster analysis, much like Andresen et a l (2006) 
employed when investigating their measure of adult PR, to further 
investigate the construct validity of the measure. It will be important to 
determine whether the measures reflect a single factor of ‘PR’ or whether 
factor/cluster analysis would identify different ‘stages’ as Andresen et a/.’s
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(2006) study did. If the measures are to be used in CAMHS, future research 
will need to demonstrate that the measures have robust psychometric 
properties and can reliably measure change.
Secondly, future studies need to investigate the acceptability of the 
questionnaires to the young people and parents who are completing them. 
Future research may consider shortening the measures in order for them to 
be more ‘user-friendly’: it is of note that the shortest Request measure, the 
Request-P, had the lowest proportion of missing data.
Thirdly, the convergent validity of the measures, especially the parent 
measures, needs further investigation. The Request measures could be used 
in future research to further investigate how PR in children is related to 
similar concepts neglected in this study, such as resilience and to concepts 
shown to be related to adult PR, such as quality of life. Initial data on the 
reliability and face validity of the parent measures suggests that they could 
be useful tools and warrant further investigation of their psychometric 
properties. Therefore, as well as further investigating the psychometric 
properties of the measures, future research could examine the predictive 
validity of the Request-P as an indicator of parental MH.
Finally, studies might also look at what young person factors on referral to 
CAMHS are predictive of PR outcomes later on in therapy and the 
correspondence between PR outcomes and symptomatic improvement.
6.9.2 Future of the concept of personal recovery in young people
A key focus for future research will be investigating what constitutes the 
concept of PR in children and young people in the context of CAMHS. 
There is very little research into the concept, and most which has been 
published has been conducted in a ‘top down’ manner, using existing 
principles of adult personal recovering and attempting to adapt them to fit 
with young people.
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Part of this will be to examine how PR may differ (or not) within different 
cultures. All PR research with children, and most with adults, is derived 
from the Western world. Of the small amount of research that has been 
published about cultural differences in PR in adults, it is suggested that 
although the concept is, overall, similar across different ethnic groups, there 
are subtle differences, such as a greater emphasis on spirituality in some 
cultures (Leamy et a l 2011) and a need to place more emphasis on wider 
societal factors such as experience of oppression and privilege (Jacobson & 
Farah, 2012).
The current study focused on the child and their parent/main caregiver. 
Future research could examine how the child’s PR is perceived by and 
affects other members of the family, for example siblings.
6.10 Conclusion
PR is a concept of increasing significance in adult MH services. There has 
been a wealth of research into how to define and how (or whether) to 
measure recovery, resulting in a number of service user-informed, PR-based 
measures being developed. Although government policy dictates that 
recovery principles should be incorporated into MH services for people of 
all ages, there has as yet been a significant lack of research into what the 
concept of PR means to children and young people. MH services across the 
lifespan are under increasing pressure to demonstrate their effectiveness 
through the use of outcome measures. This study has reported upon the 
initial development of a new tool for measuring PR in children and young 
people, providing a springboard for further research into the concept and its 
correlates, as well as for further investigation of the psychometric properties 
of the newly-developed measures presented here.
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The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
09/H1111/29: Please quote this number on all correspondence
Yours sincerely
Chair
E-mail;
Copy to:
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NHS
17 September 2009 
Pi/Is Mary John
Consultant Clinical Psychologist
Dear Ms John
Study Title:
REC reference number: 
Protocol number:
Development and initial validation of a m easure of 
experiences of Recovery for use in Specialist Mental 
Health Services for young people.
09/H1111/29
Thank you for your letter of 10“’ August 2009, responding to the Committee’s request for 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research s ite s
The favourable opinion applies to ali NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research f  R&D approval") should 
be obtained from the relevant care organisation(s) in accordance with NHS research
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governance arrangements. Guidance on applying for NHS permission for research is 
available in the integrated Research Application System or at http://www.rdforum.nhs.uk. 
Where the only Involvement of the NHS organisation Is as a Participant Identification 
Centre, management permission for research Is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponsors are not required to notify the Committee of approvals from host organisations.
It is the responsibility % ^e!^pn^i^tb Mibre that all the conditions are complied 
with before the start of the study or itb ihltibAon at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows;
Document Version Date
CVfor
CVfor
CVfor
Invitation Letter 2 10 August 2009
Information leaflet for YP (same for under and over 16 except 
former refers to Assent Form and latter refers to Consent Form - 
version for under 16s included)
2 27 July 2009
Info sheet for paretns/carers - about the young person 2 27 July 2009
Info sheet for parents/carers about partidpating In the study 2 27 July 2009
Consent form for young person aged 16+ - interview study 2 27 July 2009
Parent consent - for young persons participation - interview study 2 27 July 2009
Assent form for interview study 2 27 July 2009
Professional's Invitation Letter 2 10 August 2009
Professional Information sheet 2 10 August 2009
Consent form for professionals 2 10 August 2009
Parent Information Sheet about participating in the study 2 27 July 2009
Parental consent - own participation 2 27 July 2009
Questionnaire study invitation letter over 16 2 10 August 2009
Questionnaire study invitation letter under 16 2 10 August 2009
Questionnaire study YP information sheet 2 10 August 2009
Questionnaire Study YP consent form 2 10 August 2009
Questionnaire Study YP assent form 2 10 August 2009
Questionnaire study parental consent form 2 10 August 2009
Response to Request for Further Information
CVfor
Protocol
Investigator CV
REC application
validated questionnaire
Interview Schedule/topic guide
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Statement of compliance
The Committee Is constituted In accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are Invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document ‘After ethical review-guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, Including:
• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to Improve our 
If wni I \un\iiri likm to loin our Reference Group please email
109/H1111/29 Please quote this number on ail correspondence
Yours sincerely
Chair
Email:
Enclosures: “After ethical review -  guidance for researchers”
Copy to:
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Appendix 2: University of Surrey ethical approval letter
UNIVERSITY OF
SURREY
u n air: racu iiy  or A ns a n a  n u m an  ac ie n c e s  Ethics 
Com mittee 
University of Surrey
Fiona Jeffries
Trainee Clinical Psychologist 
Department o f Psychology 
University o f Surrey
Faculty of
Art* and Human Sciences
Faculty Office 
AD Building
Guildford, Surrey GU2 7XH UK
T  +44 (0)1483 689445 
F; +44(0)1483 689550
wwwjurrey.ac.uk
29''’Juiy2011 
Dear Fiona
Reference: 639-PSY-ll ^NHS Approved)
Title of Project: Development and initial validation of child and parent-related measures 
of recovery for use in specialist mental health services for young people
Thank you for your submission of the above proposal.
The Faculty o f Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to your proposal which require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Chair
YEARS A  history of shaping the future since 1891
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Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s  Action
Ref: 639-PSY-11
N am e of Student: FIONA JEFFRIES
Title of Project: Development and Initial validation of child and
parent-related m easures of recovery for u se  in 
specialist mental health services for young  
people
Supervisor: DR LAURA SIMONDS
Date of submission: 29^" JULY 2011
The above Project h as received a  favourable ethical opinion from the NHS and 
expeditious favourable ethical opinion has now been  granted by the Faculty of Arts and 
Human S ciences Ethics Committee.
Signed:
Chair
Dated: 2"*^ A u g  2 .0 1
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Appendix 3: Research Consortium ethical approval letter
m m
NHS Research Consortium
Research Consortium  Office
Ms. Mary John
Consultant Clinical Psvcholoaist
19/11/2009
Dear Ms. John,
Our ID: 1267/SUPA/2009
TITLE: Development and Initial validation of a m easure of experiences of Recovery for use 
in Specialist Mental Health Services for young people.
Thank you for your application to the Sussex  NHS R esearch Consortium for research  governance 
approval of the above nam ed study,
I am pleased to inform you that the study has been approved, and so  may proceed. This approval
Is in Iho tnlln\A/inn
The final list of docum ents reviewed and approved is a s  follows:
NHS REC form parts A to D (signed and dated 02/06/2009, received 05/10/2009; lock code 
22366/41222/1/594)
Site-Specific Information form (signed and dated 29/09/2009, received 05/11/2009: lock 
code22366/65689/6/941/18505/152782)
Protocol (no version control, undated, received 05/10/2009)
Invitation Letter for Young People (version 2, dated 27/07/2009)
Invitation Letter for Young People under 16 (version 2, dated 27/07/2009)
Information S heet for Parents/C arers of Young People -  Interview Study -  (version 2, 
dated 27/07/2009)
Parent/C arer Consent form - for own participation (version 2, dated  27/07/2009)
Information S heet for Parents -  about the young person’s  participation (version 2, dated 
27/07/2009)
Revised Young Person 's  Information Sheet -  under 16 (no version control, undated, 
received 05/10/2009)
Revised Young Person 's  Information Sheet -1 6  yrs (no version control, undated, received 
05/10/2009)
Parental Consent for Young Person to Participate (version 2, dated 27/07/2009)
Young Person C onsent form -  16yrs and Over (version 2, dated  27/07/2009)
Assent form for Young People -  under 16 (version 2, dated 27/07/2009)
Invitation letter for Professionals (version 2, dated 10/08/2009)
Information S heet for Professionals (version 2, dated 10/08/2009)
Consent form for Professionals (version 2, dated 10/08/2009)
Questionnaire Study Invitation Letter -  Over 16 (version 2, dated 10/08/2009)
236
Questionnaire Study Information Sheet for Young People (version 2, dated 10/08/2009) 
Questionnaire Study Parental Consent for Young Person to Participate (version 2, dated 
10/08/2009)
Questionnaire Study A ssent form -  for Young People under 16 (version 2, dated 
10/08/2009)
Young Person Consent Form -  Aged 16+ years (version 2, dated  10/08/2009)
Interview for Young People -  Questions for Parents/C arers or Guardians of young People 
(no version control, dated fvlay 09)
Interview for Professionals involved with the psychological care of Young People who have 
attended the Child and Family Mental Health Service with anxiety and depression -  
Questions for Professionals (no version control, dated May 09)
Interview for Young People -  Questions for Young People (no version control, dated May 
09)
Rosenberg Self-Esteem  Scale (Rosenberg 1965) (no version control, undated, received 
14/10/2009)
Strengths and Difficulties Questionnaire (© Robert Goodman 2005, received 14/10/2009) 
Invitation Letter for Young People (version 2, dated 10/08/2009)
Questionnaire Study -  Information for Parents/G uardians (version 2, dated 27/07/2009)
QU6StiOnn?*'’'®‘ i * imHar 4R /wàroiom T)
Letter from
Trust confirming funding award (signed and dated 26/02/2009, received 11/11/2009)
Study Agreem ent (signed and dated 13/08/2009, received 11/11/2009)
CVfor 
CVfor 
CVfor 
CVfor
Letter from . Underwriting Services, Zurich Municipal confirming Indemnity
niversity or Surrey val " gned and dated  08/07/2009)
REC approval letter (signed and dated 17/09/2009)
E-mail from Mary John with clarifications (received 12/11/2009)
Your research governance approval is valid providing you comply with the conditions se t out 
below;
Please note this additional condition of approval:
• The Research A ssistant m ust not begin work on the study until they have been 
issued with a validated Research Passport. They will require a Research P assport as 
they will be employed by the University and not the NHS T ru s t Guidance can be 
found at http://www.nlhr.ac.uk/svstcms/Paqes/svstems research passports.aspx
1. You com m ence your research  within one year of the date of this letter. If you do not begin your 
work within this time, you will be required to resubmit your application,
2. You notify the Consortium Office should you deviate or m ake changes to the approved 
documents.
3. You alert the Consortium Office by contacting m e, if significant developm ents occur a s  the study 
progresses, w hether in relation to the safety of individuals or to scientific direction,
4. You complete and return the standard annual self-report study monitoring form when requested 
to do so at the end of each  financial year. Failure to do this will result in the suspension of 
research governance approval,
5. You comply fully with the Department of Health R esearch G overnance Framework, and in 
particular that you ensure  that you are aware of and fully discharge your responsibilities in respect 
to Data Protection, Health and Safety, financial probity, ethics and scientific quality. You should 
refer in particular to  Sections 3.5 and 3.6 of the R esearch G overnance Framework,
6. You ensure  that all information regarding patients or staff remains secure  and strictly
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confidential a t all times. You ensure that you understand and comply with the requirements of the 
NHS Confidentiality Code of Practice, Data Protection Act and Human Rights Act. Unauthorised 
disclosure of information is an offence and such disclosures may lead to prosecution.
Good luck with your work.
Yours sincerely,
Senior R esearch  G overnance Officer
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Appendix 4: Item table for Request-YP
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Appendix 5: Request-YP
UNIVERSITY OF
SURREY m imNHS F oundation  Trust
QUESTIONNAIRE FOR YOUNG PEO PLE (RE-QUEST YP)
W e would like you to tell us how m uch you agree with ttie statem ents listed below. To tell us how much you agree, we’d 
like you to use this scale:
0 = Not a t All
1 = A little
2 = A lot
3 = Completely
For example, if we asked  you how much you agree with the statement -  “I enjoy summ er time" - then:
If you circle the 0. this m eans that you do  n o t ag ree  at all with the statement, you do not enjoy summ er time at all.
If you circle the 1. this m eans that you ag ree  w ith the  s ta tem en t but ju s t  a  little, you enjoy summer time a little.
If you circle the 2. this m eans that you ag ree  a  lot with th e  s ta tem en t, you enjoy summer ame a lot.
If you circle the 3, this m eans that you com pletely ag ree  with th e  s ta tem en t, you enjoy summ er bm e completely.
So. we would like you to circle the number that best describes how much you agree with each  of the statem ents below. 
When thinking about each statement, try to think of w hat your experience  h as  been  over th e  o a s t w eek . There are 
no  right o r w rong an sw ers. It Is what you think that is important. P lease try to answer all of the questions.
S o , h e re  a re  th e  s ta te m e n ts .  How m uch  d o  you  a g re e  w ith th e m ?
Not a t A little A lot Com pletely 
All
I enjoy being with my friends.....................................................................................  0
Talking about my problems m akes me fee! better.............................................  0
My problems v/|ll always ruin my life......................................................................  0
I do not se e  my friends because of how I f e e l ...................................................  0
Knowing that there are people my age with similar problems
m akes me feel b e tte r ................................................................................................. 0
I am too frightened to do anyth ing ..........................................................................  0
I can se e  how my life could be better......................................................................  0
I do not feel alone any m o re .....................................................................................  0
I have a  better understanding of my p ro b lem s.....................................................  0
P lease  tu rn  over th e  page
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How much do you agree with the statements 
below?
Not at All A little A lot Completely
I have no  life...............................................................................
My problem s a re  not affecting m e a s  badly a s  before , 
I have abilities and  ta len ts .....................................................
I find w ays to  be with my friends..
I feel quite a lone b e c au se  nobody u n d ers tan d s me 
I cope with my p roblem s m uch better than  before ...
I do  not know w ho I am  any  m o re ..................................
I wish I could b e  like o ther people  my a g e .................
I am  hopeful about my fu tu re ...........................................
I look for people  to talk to about my problem s...........
I believe In m y se lf ................................................................
I am  not different to o ther people  my a g e ....................
I understand  my problem s.................................................
I have no confidence in m yself.........................................
I do not understand  my problem s a t all.........................
I h av e  learnt w ays to m an ag e  my p rob lem s..............
I like v/ho I a m ........................................................................
P eop le  around m e understand  and  can  help m e ......
I try my h a rd est and . If It fails. I try ag a in .....................
I try not to sh a re  my problem s with anybody..............
I can  enjoy my life despite  having my problem s........
That Is the end of this questionnaire. Thank you!
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Appendix 7: Request-P
UNIVERSITY OF
SURREY NHSNHS F o u n d a tio n  Trust
PARENT QUESTIONNAIRE (RE-QUEST P)
Belov/ you WII find a se rie s  o f sta tem ents regarding things you m ay be experiencing. Read each  sta tem en t carefully and 
circle the num ber that best describes how much you agree with each  statem ent. W hen answering the s ta tem en ts p lease 
think of what you m ay have been experiencing in th e  p a s t  w eek. Rem ember, th ere  a re  no  rig h t o r w rong  a n sw e rs  it is 
your views that count. P ie ase  a n sw e r  all o f  th e  q u e s tio n s .
How much do you agree with the statem ents below?
Not A 
s ta ll little
Mostly Completely
I am able  to recognise when my child is unable to deal with something 0 1 2 3
1 realise that my child Is not the only one with difficulties 0 1 2 3
1 feel I know what my child Is dealing with 0 1 2 3
1 can help my child achieve things despite their difficulties 0 1 2 3
1 understand my child's difficulties more 0 1 2 3
1 can’t do anything to m ake things better for my child 0 1 2 3
I don’t kno'w how b es t to deal with my child's difficulties 0 1 2 3
1 get on well with my child 0 1 2 3
1 feel out of my depth 0 1 2 3
1 look up information about my child’s  difficulties 0 1 2 3
1 do not know how 1 will cope with my child's difficulties In the future 0 1 2 3
1 have becom e stronger and can cope with more 0 1 2 3
Although som etim es w hat my child is dealing with Is scary. 1 know 
what to do to help
0 1 2 3
1 am  positive about my child’s  future 0 1 2 3
Although 1 am  unsure how to help. I am  able to listen to my child 0 1 2 3
1 find it hard to understand my child’s  difficulties 0 1 2 3
1 am  able  to stay  calm even v/hen things are difficult 0 1 2 3
1 know there a re  different ways In which 1 can help my child 0 1 2 3
P/ease continue on  the next page
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How much do you agree with the  sta tem en ts below ?
Not 
at all
A Mostly 
little
Completely
i realise 1 have the ability to help my child 0 1 2 3
i have no idea w hat my child Is going through 0 1 2 3
My child and  1 com m unicate weli with e ach  other 0 1 2 3
1 feel 1 do  not have the skills i n eed  to help my child 0 1 2 3
My child's difficulties a re  beyond my control 0 1 2 3
I believe there  are o ther people my child’s  ag e  v/ho have similar 
difficulties
0 1 2 3
1 understand  how to help my child 0 1 2 3
i am  getting better a t dealing v/lth my child's difficulties 0 1 2 3
I can help my child becom e m ore Independent 0 1 2 3
1 know how my child can  m anage their difficulties in future 0 1 2 3
This Is the end of the questionnaire. Many thanks.
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Appendix 9: Request-PYP
UNIVERSITY OF
SURREY NHSNHS Foundation Trust
PARENT-CHILD QUESTIONNAIRE (RE-QUEST P-YP)
Below you will find a  se rie s  of sta tem en ts  regarding things your child m ay be experiencing. R ead e a ch  sta tem en t 
carefully and  circle the  num ber that b es t describ es  how m uch you a g re e  with e ach  s ta tem en t. W hen answ ering the 
s ta tem en ts  p lease  think of '/rhat your child m ay have b een  experiencing in th e  p a s t  w eek . Rem em ber, th e re  a re  no  
r ig h t o r  w ro n g  a n s w e rs , it Is your views that count. P le a s e  a n s w e r  all o f th e  q u e s tio n s .
How much do you agree with the statements below?
Not A Mostly Completely 
at ail little
My child...
... seems scared to talk to anyone about their difficulties 
... understands why they feel the v/ay they do 
... feels that no-one understands what they are going through 
... talks about their difficulties
... understands that it might take a long time to overcome their difficulties 
... appreciates the good things in their life 
... seems to be isolated
... is able to work through problems they encounter
... tries hard to stay positive
... has become more self-aware
... feels In control of situations most of the time
... understands v/hat they need to do to overcome their difficulties
... is scared of v/hat Is happening to them
... feels unable to do anything to deal 'with their problem
... can deal with a lot of stressful situations
... takes responsibility for doing things that will help them overcome their 
difficulties
... feels different to other people their age
... Is gaining in confidence
... talks positively about the future
2 3
2 3
2 3
Please turn over the page
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How much do you agree with the statements below?
My ch ild ... Not at A 
all little
Mostly Completely
... sc ream s or shou ts with anger/frustration about what is happening to 
them
0 1 2 3
... Is less troubled by their difficulties than before 0 1 2 3
... h as  no hope that things will get better 0 1 2 3
...d o esn 't  know how to talk about their difficulties 0 1 2 3
... is ab le  to Identify things that trigger their difficulties 0 1 2 3
... is m ore in control of their em otions than before 0 1 2 3
... h a s  absolutely no  confidence 0 1 2 3
... is determ ined to  achieve their goals 0 1 2 3
... feels utterly overwhelmed by their difficulties 0 1 2 3
... is able to deal v/lth setbacks 0 1 2 3
... recognises their abilities despite the difficulties they a re  experiencing 0 1 2 3
... is confident 0 1 2 3
... c rea tes  short term  goals for them selves 0 1 2 3
... recognises that they are not the only one v/ith th ese  difficulties 0 1 2 3
... is able to identify things that they might find difficult 0 1 2 3
... talks about how they will u se  their talents In the future 0 1 2 3
T his Is th e  e n d  of th e  q u e s tio n n a ire . M any th an k s .
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Appendix 10; Cover Letter
ic, c T f f f o F Y  EZa
)LZc O L J I I v IV LI I NHS Foundation Trust
Ms Mary John
Dear Parent/Carer,
Title of project: Young people's experience of depression and anxiety
I am v/riting to you to invite your family to take part In some research that is being conducted within the Child 
and Adolescent Mental Health Services (CAMHS) in in
collaboration with the University of Surrey. The goal of this research is to describe and understand how 
young people and their parents/carers view the emotional problems that young people experience at 
different times. In order to do this, my researchers conducted some interviews with young people and their 
parents earlier in the year to describe their experiences. We have used the information from the Interviews 
to make a series of questionnaires that we hope will be useful for young people and their parents when 
working with services that aim to support them. I am writing to your family because we now need to get the 
questionnaires completed by a large number of young people who are, or have been, seen In CAMHS and 
their parents in order to know whether the questionnaires are useful and properly designed.
1 have enclosed two envelopes. One is for a parent (please note the questionnaires should be completed by 
only one parent/carer), and the other is for your child who is/has been involved v/ith CAMHS. In each 
envelope you will find more detailed Information about the research and what participating would involve for 
you and your child. Please take time to read this carefully. It is important to point out that if your child is 
younger than 16 years, they will need your consent to take part In the study. Also, it Is not necessary that 
both you and your child take part although it would help our study greatly if you were both able to do so.
If your child is under 16 years old then v/e have provided you with a single freepost envelope. If you do take 
part, could you return both sets of completed questionnaires in this envelope. If your child is over 16 years, 
you have both been supplied with a freepost envelope so that you and your child may return your 
questionnaires independently.
it would help us greatly if you could return the questionnaires within three weeks of receiving this letter, 
should you decide to take part.
Thank you for taking time to read this information and please do not hesitate to contact me should vou have 
any questions at all about this research. Mv Contact details are and
phone number
Yours sincerely.
Ms Mary John
Consultant Clinical Psychologist and Chief investigator
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Appendix 11: Parent Information Sheet
iir^rviERSiTY c)F
SLIRj^EY ^NHS Foundation Trust
Information for parents/carers about participating In this study
Title of study: Young P eople’s  Experience o f D epression and Anxiety
W e would like to invite you to take part In a research study. Before you decide, you need to 
understand why the research is being done and what it would involve for you. P lease take time to 
read the following information carefully. You may wish to talk to other people about taking part in the 
study and you may contact us with any questions you have about the study.
If you require help reading or understanding th is information p lease  con tact u s  using  the 
con tact details given a t the end.
W hat is the  p u rpose  of the  stu d y ?
There has been limited research carried out directly with young people and their parents about young 
people’s  experiences of living with mental health difficulties. This study aims to increase 
understanding of this issue and help improve NHS services for young people.
Who is organising and funding the  resea rch ?
The research is a ioint initiative between the University of Surrey and ■
Who h as  reviewed the study?
All research in the NHS Is looked at by an Independent group of people, called a Research Ethics 
Committee, to protect your safetv. rlohts. wellbeing and dignity. This study has been reviev/ed and 
been given favourable opinion by Research Ethics Committee.
Why have I been  invited?
You are being invited to take part in this study because your child Is attending, or w as attending the 
Children and Adolescent Mental Health Service (CAMHS).
Do I have to take part?
No, it is entirely up to you to decide whether to participate in this study or not. Please read through 
this information sheet before you make your decision. If you decide not to take part this will not affect 
the standard o f care you or your child receives from the NHS. Also, if after completing the 
questionnaires and returning them you decide that you do not want us to use your questionnaires in 
our study, you can ask for them to be withdrawn from the study and shredded. If you want us to do 
this you need to tell us by 30*'’ September 2011
W hat will I have to do if I take part?
If you decide to take part, this will involve completing three questionnaires and returning them in the 
free-post addressed envelope provided within three weeks of receiving this letter. Two of the 
questionnaires ask about different aspects of the difficulties that your child has been experiencing and 
how you think you and your child are feeling about these difficulties. We are also asking you to 
complete a third questionnaire which asks about relevant information about you and your child such 
as gender, age, ethnic group, and whether your child is taking any medication at the moment. This 
information will enable us to look at whether the questionnaires are useful for children and families of 
different backgrounds and circumstances who are experiencing similar difficulties. Each questionnaire 
has specific instructions to help you. However, if you would like help in completing any of the 
questionnaires or would like more information about them, please contact Fiona Jeffries, Trainee
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Clinical Psychologist who is supervised by Mary John, at the email address or telephone number 
below
Will my taking part in th e  s tu d y  be kep t confidential?
You will not be asked to put your nam e on any of the questionnaires or other documents. Instead, we 
will use a code number to identify your questionnaires. This m eans that it will only be possible for the 
researchers to identify who took part in this study. W hen we write about the study it wili not be 
possible for anyone to knov/ that you were one of the people '//ho took part.
The information w e  get from this study will be kept securely at the University of Surrey and '//ill be 
kept for ten years after the end of the study. It is possible that we will use  the data in a future study 
but it would not be possible for you to be identified.
W hat are  th e  p o ss ib le  d isa d v an tag es  of taking p art?
Completing the questionnaires will involve thinking about your child’s  difficulties and how you and they 
have coped with them, which may be distressing. If you feel you need to discuss with som eone the 
feelings that these questionnaires bring up, please contact either a clinician that you are in contact 
with at CAMHS, or your GP.
W hat are  the  po ss ib le  benefits  of taking part?
You or child may not get any benefit directly from taking part in this study. However, we hope that the 
information we get from the research will help inform the services that young people with mental 
health difficulties and their parents/carers receive.
W hat will h appen  to  the re su lts  of th e  re sea rch  s tu d y ?
It is intended that this research will be published in the form of a  report to the Trust: conference 
presentations at relevant national and international meetings and in peer-revie'//ed journals. You will 
not be identified in any publication. P lease infoim the researcher if you would like a copy of the project 
report to the Trust when it is complete.
If you w ould like fu rther inform ation
For further information or help with completing the questionnaires please contact:
Fiona Jeffries
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildford
GU2 7XH
01483 689441
f.jeffries@surrey.ac.uk
W hat if there  is a prob lem ?
If you feel unhappy about any aspect of your contact with the researchers, you should first contact the 
Chief investigator of the study, Ms Mary John, using the contact details on the letter that cam e with 
the questionnaires. Alternatively, or if vou are not satisfied with the resoonse when you contact the 
Chief Investigator, you may contad Trust to raise your concern:
To comolain to the Trust:
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Appendix 12: Parent Demographics Questionnaire
UNIVERSITY OF
5  SURREY E z aNHS Foundation Trust
About Your Family Please tick the appropriate box or complete the blank space as required.
When we ask about 'your child’, we are referring to your child who is or v/as 
attending The Children and Adolescent Mental Health Service (CAMHS).
0 W hat Is y o u r s e x ?
D  Fem ale D  Male
W hat Is th e  se x  o f yo u r 
ch ild ?
D  Fem ale D  Male
W hat Is yo u r re la tio n sh ip  
s ta tu s ?
□  Married
D  Living v/tth your 
partner
□  In a  relationship, not 
living together
O  S eparated  or divorced
□  Single 
n  Widowed
2  W hat Is your a g e ?
________ years old
How old Is y o u r child  
________ years old
3  Is your ch ild  a p u p il/stu d en t In 
full-tim e e d u c a tio n ?
□ v e s  □  No 
W hat is  y o u r o cc u p a tio n ?
5 W hat is your e th n ic  group?
a. W hite 
□  British 
D Irish
D Any other white background
c. Mixed
D  While and  black Caribbean 
□  White and black African 
n  White and Asian 
D  Any o ther mixed background
b. A slan  o r  A slan  British
D Indian
□  Pakistani
□  Bangladeshi
D Any other Aslan background
d. Black o r  B lack British 
D Caribbean 
D African
□  Any other black background
e . C h in ese  o r  o th e r  e th n ic  g ro u p  
Q  Chinese
□  Other (please specify)_________
W hich o f th e s e  q u a lifica tions do  you h a v e ?  (Tick all th a t  apply)
□  GC SEs/O levels
□  A Levels
□  BTEC/HND/NVO
D Undergraduate degree
□  Postgraduate degree
0 P le ase  list a n y  m ed ica tion  yo u r child  ta k e s ?
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Please list the difficulties that your child has been attending CAMHS for?
I 9  I Please list any physical health problems your child has been experiencing?
1 0  Does your child still attend CAMHS?
D v e s  D  No
How long has your child been attendlng/did your child attend CAMHS?
If they have left, how long ago was this?
Did your child attend a different Child and Adolescent Mental Health service before CAMHS?
D v e s  D  No
If yes, for how long?
a How many people (Including you and your child) live In your house at the moment?
How many siblings does your child have?
Of these siblings, how many are living with you and your child?
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Appendix 13: Under 16 Invitation Letter
3  LJl I v iv t  I NHS Foundation Trust
Ms Maiv Johu
Dear Yoiuig Person
Title of project: Young people’s experience of depression and anxiety
My name is Maiy Jolm and I am a clinical psychologist who works with young people. 1 would hke to 
invite you to take part in a research project being earned out within Child and Adolescent Mental 
Health Seivices (CAMHS) in TOS Foundation Trust. I am running this study with
some colleagues at the University o f Suney.
A wliile ago, we mtervievved some young people aged between 10 and 16 to find out what it was like 
for them to experience emotional problems such as feeling sadness or worry. We also asked then 
parents and carers and people who work in mental health services what they thought about yomig 
people’ s experiences o f emotional problems. Then, we put all o f this information togetlier and made a 
questionnaire which we hope will allow us to imderstand how lots o f young people experience 
emotional problems. What we have to do now is find lots of young people, about 100, to fill out our 
questionnaire to see if  it is useful.
I am writing to you because you have attended CAMHS recently or in the past and I would like to 
invite you to fill out our questioimaiies. In tliis envelope there is a sheet which tells you about what 
you would have to do if  you wanted to take part.
Because you are imder 16, if  you want to fill out our questionnaires it is very important that you show 
this letter to your parents/guardians because they have to agree that you can take part. They or you 
might want to ask me some questions before you take pan. If so, my phone number is at the end of 
this letter.
This is what you need to do:
1. Show this letter to yoiu parents./guardians. See if they would agree for you to take pan.
2. Read the information sheet in tliis envelope and decide if you want to take pan. You miglit 
want to discuss tliis with your parents,/guardians or a person who works with you at the 
Children and Adolescent Mental Health Service (CAMHS).
3. If you want to take pan, and your parents/guardians say you can, complete the ‘Assent Form’ 
in tliis envelope.
4. Ask yoin parents,/guardians to complete the ‘Parental Consent Fonn’ in this envelope.
5. Fill out the questionnaires enclosed.
6. Place your Assent Form. Parental Consent Fomi. and completed questioiuiaires hi the 
envelope provided and seal it.
7. Give the envelope to your parents/guardians and they will send it to us.
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Tliaiüc you for taking the time to read this information. Remember you can contact us if you have any 
questions about the study you would like answered before you decide whether to take part.
Yours Sincerely.
Ms M aiy Johu
Consultant Clinical Psychologist
If you would like help to read this letter and the accompanying 
information, or you have any questions about the study, please 
contact:
M s M ary John (Cliief Investigator), D r Lama Simonds >
Department o f Psychology
University o f  Siuiey
Guildford
SURREY
GU2 7XH
Tel: 01483 689441 
Email: m .iolm@ surrev.ac.uk:
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UNIVERSITY OF W T J P l1 I rS rS .^L2^  ^V_jpvrxiT V NH5 Foundation Trust
Information Sheet for Young People
Title of project: Young people’s experience of depression and anxiety
My name is Mary John, I ani a Clinical Psychologist who works with young people who
experience emotional problems. I and my colleagues,.
are conducting a research project and we would like to ask for yoiu help.
We are asking you if  you would like to take part in a research project about how yoiuig 
jteople experience worry or sadness.
Before you decide if you would like to join in, it is important to imderstand why we are 
doing tlris resear ch and what it will involve for you. So please think about information in 
this leaflet careftilly. You should also talk about it with someone if  you would like to. 
Tliis could be yoiu family, friends or CAh'IHS worker. You may also contact us to ask us 
if you have any questions about the study.
If you need help reading this information please contact us on the phone 
number at the end of this information.
Why is this research being done?
We would like to know more about what it is like for young people to experience 
emotional problems, .such as feeling down or having worries so that we can help to 
improve organisations like CAMHS.
Why have I been invited to take part in this research?
We are inviting young people who have seen someone from Specialist Cliild and 
Adolescent Mental Health Services (CAMHS) because they feel down or they are 
worried to take pari in this study.
Do I have to take part?
No, it is up to you. If you do, we will ask you to sign a form saying that you have 
understood what is involved in taking part. If you are imder 16 years old, yoiu parent or 
carer will also be asked to help you make tliis decision and to sign a form to say that they 
agree you can take part. You are free to change your mind and to stop taking pari at any 
trine without giving a reason. If you decide not to take pari or to stop taking pari later on, 
tliis will not affect the way that CAMHS will treat you. Tliis project is separate from the 
meetings you have there.
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What will happen to me if I decide to take part?
To take part in tliis study, you will need to complete the questionnaires enclosed with this 
letter. The questionnaires ask a range of questions about your experience of feeling 
worried or sad, the effect tliis has had on your life, and how things have changed for you 
over time
You will continue to see your CAMHS worker tkoughout the study period and you may 
talk to them about filling in these questionnaires but we will not show your questionnaire 
to anyone who is not in the research team.
Tliis information will be kept securely at the University' of Smiey and will be kept for ten 
years after the end of the study. Wlien we write about the study it will not be possible for 
anyone to know that you were one of the people who took part. We will not irse your 
name or any other details about you that would make it possible for someone to work out 
who you are.
If you decide to take part, please fill in and sign the assent form if you are imder 16 years 
old and the questioiuiaires enclosed. We have provided an envelope for you to place these 
documents in, seal it and give it to your parents/guardians.
Is there anything else to be worried about if I take part?
It is possible that you might get upset filling in the questioimaires. It rniglit be a good idea 
to fill it m when you know there is someone aroimd who you can talk to if you feel you 
need to afterwards.
What are the possible benefits of taking part?
You may not get any benefit directly from taking part in the study but the information we 
get will hopefiilly help to make services more useftil for yomig people who experience 
feelings of worry or sadness in the ftiture. Some yoimg people find it useftil to thhik 
about their experiences of being sad or worried.
WTiat if there is a problem or something goes wrong?
If you feel you have not been treated fairly by us, you should speak with your parents or 
carers and they will be able to contact us, the University or the IfflS Trust so that you can 
talk about your concerns.
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W ill anyone know that I am taking part In this study?
W e will keep your iiifoniiatiou in confidence. This means that we w ill only tell those 
w ho have a need or liglit to know, such as yovn CAM HS worker and yoiu GP. These 
people will not be told about tlie thmgs you have written on yoin questionnaires but if  
you did write som ething that meant you, or someone else, was at risk, we would need 
to share tliis information but we would tell you first.
W hat will happen to the results o f  the research study?
W e hope that this research will be published in scientific journals and presented at 
conferences. You will not be identified in any pirblication or presentation. Please let 
us know i f  you would like a copy o f  the project report when the study is finished.
W ho has reviewed the study?
Before any research goes ahead it has to be checked by a  Researcli Ethics Committee. 
They m ake siue the research is fan. Tliis project has been checked and given a 
favourable opinion by  the Research Etliics Committee.
Thank you for reading this information. 
Please contact us if you have any questions.
If you would like to take part, please complete the assent 
form and the questionnaires that came with this 
information. Place them in the envelope provided, seal it 
_______ and give it to your parents._____________
Contact details
M ary John (C hief hivestigator and Consultant Clhiical Psychologist)
Department o f  Psychology
School o f  Hm nan Sciences
Univer-sity o f  Siurey
Guildford
Sunev
GU2 7XH
Telephone no: 01483 689441 
ni.ioim @ sim ev.ac.uk:
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ASSENT FORM (FOR YOUNG PEOPLE UNDER 16)
Title of project: Young peoples’ experience of depression and anxiety
Please
tick
Please tick if you agr ee with the following questions: box
1. Have you read (or had help to read) the information about the study?
2. Has somebody else explained tliis study to you? (e.g. CAMHS worker, 
researcher)
3. Do you imderstand that people from the Universit>' of Suney or from the NHS 
Trust may look at your medical notes or the data collected as part of your taking 
part in the study. Do you give your pennission for this to happen?
4. Do you imderstand what this study is about?
5. Have you asked all the questions you need to?
6. Have you had all of your questions answered in a way you understand?
7. Do you imderstand it is OK tp stop taking part at any time?
8. Are you happy to take part?
If any answers are ‘no’ or you do not wish to take part, 
do not sign your name
Your name Signatiue Date
□
□
□
□□
□□
□
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Appendix 16: Parental Consent Form
UNIVERSITY OF
SURREY NHSNHS Foundation Trust
PARENTAL CONSENT FOR YOUNG PEOPLE UNDER 16 TO 
PARTICIPATE
Title of project: Young peoples’ experience of depression and anxiety
1. I confirai that I have read and miderstood the infonnation sheet for the above 
study. I have had the opportunity to consider the iuforaiation, ask questions 
and have had these answered satisfactorily.
I understand that niy child/ward’s participation is voluntary and that I, or rny 
cliild/ward, are fiee to withdr aw at any time, without giving any reason, without 
rny medical care or legal riglits being affected.
I understand that relevant sections of my childÂvard’s medical notes, and data 
collected druing the study may be looked at by individuals from the University 
of Surrey, from regulatory authorities, or frorr
where it is relevant to rny child taking part in the research. I give 
permission for these individuals to have access to those records.
4. I agree for my child to take part in the above study.
Please
initial
box
□
□
□
□
Name of parent/carer Signature Date
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Appendix 17: Young Person Demographics Questionnaire
Questions about you Please tick the appropriate box or complete the blank as  required.
( 1 1 W hat is yo u r s e x ?  [ z  j  w h a t  is your ag e ?
i D Fem ale O Male _ _ _ _ _  y ears old
W hat y o u r e th n ic  b a c k g ro u n d  Is?
i b) MixedÎ a) W hite
Î D British 
i Q  Irish
i □  Any o ther White background
J c) A slan  o r A slan  B ritish
D Indian
D Pakistani
I D Bangladeshi
I □  Any other Aslan background
Ï e) C h in ese  o r any  o th e r  e thn ic  
Î g ro u p
( D C hinese 
I O  Any other background
g D White and Black Caribbean 
i □  White and Black African 
Î □  White and  Asian 
Î □  Any o ther Mixed background 
I d) B lack o r  B lack British 
j □  Caribbean 
f □  African
I □  Any other Black background
f) I d o  n o t know  D
6  W ho a d u lt p e rs o n  (s) c o m e s  with you to  CAMHS m o stly ? 
Tick ail that apply
D Mother 
n  Father
□  Other reiatlve(s)
□  Other person(s), p lease  specify beiovn
[d F or how  long h av e  yo u  b e e n  a tten d in g  CA M HS.
Are you a  sc h o o l ch ild  o r 
s tu d e n t  In full-tim e e d u c a tio n ?
D v e s  O  No
W ho lives In th e  sa m e  
h o u s e  with y ou  right n ow ?
Tick all that apply
□  Mother
□  Father
n  stepm other 
D Stepfather
□  Sister(s)
□  Brother(s)
D Foster c arer
D Other person(s). specify below
_(in w eeks or m onths or years)
I 8 I Have you s e e n  so m e o n e  for your difficu lties so m e w h ere  e lse  b e fo re  com ing  to  CAMHS? 
Dves CD No
If YES, for how lo n g _______________________________(In w eeks or m onths or years).
This Is th e  e n d  o f th e  q u es tio n n a ire . T hanks fo r  your partic ipa tion .
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Appendix 18: Self-Report Strengths and Difficulties Questionnaire
Strengths and D ifficulties Q uestionnaire
For each item, please mark the box for Not True, Somewhat True or Certainly True. It w ould help us i f  
you answered all items as be.st you can even if  you are not absolutely certain or the item seems daft! 
Please give yoiu answers on the basis o f  how things have been for you over the last six  months.
Not
True
.Somewhat
True
Certainly
True
I try to be nice to otlier people. I care about their feelings □ □ □
I am restless. I cannot stay still for long □ □ □
1 get a lot o f headaches, stomach-aches or sickness □ □ □
1 usually share with others (food, games, pens etc.) □ □ □
I get very angiy and often lose my temper n □ □
I am usually on my own. I generally play alone or keep to myself n □ □
I usually do as I am told n □ □
I wony a lot □ □ □
I am helpfiil if someone is hurt, upset or feeling ill □ □ □
1 am constantly fidgeting or squinning □ □ □
I have one good fiiend or more □ □ □
1 fight a lot. 1 can make otlier people do what 1 want □ □ □
1 am often luihappy, down-hearted or tearful □ □ □
Other people my age generally like me □ □ □
1 am easily distracted, 1 find it difficult to concenti-ate □ □ □
1 am neivous in new situations. 1 easily lose confidence □ □ □
1 am kind to yoimger children □ □ □
1 am often accused o f l>ing or cheating □ □ □
Other chiidieu or young people pick on me or bully me □ □ □
1 often volunteer to help otlieis (parents, teachers, cliildren) □ □ □
I think before I do things □ □ □
1 take things tliat arc not mine fiom home, school or elsewhere □ □ □
I get on better with adults tlian with people my own age □ □ □
1 liave many fears. 1 am easily scared □ □ □
1 finish the work I'm doing. My attention is good □ □ □
D o you have any other comments or concerns?
Please turn over - there are a few more questions on the other page
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Overall, do you think that you have difficulties in one or more o f the following areas: emotions, 
concentration. Miaviour or being able to get on with other people?
Yes- Yes- Yes-
No minor definite severe
difficulties difficulties difficulties
□ □ □ □
If you have answered "Yes", please answer the following questions about these difficulties:
How long have these difficulties been present?
Less 1 - 5 6 - 1 2 Over a
than a months montlvs year
month
□ □ □ □ ,
Do the difficulties upset or distress you?
Not at Only a Quite A great
aU little a lot deal□ □ □ □
Do the difficulties interfere with your everyday life in the following areas?
Not at Only a Quite a
all little lot
HOME LIFE □ □ □
FRIENDSHIP □ □ □
CLASSROOM LEARNING Q □ □
LEISURE ACTwrrms □ □ □
Do the difficulties make it harder for those around you (family, friends. teachers, etc,)?
Not at Only a Quite A great
all little a lot deal□ □ □ □
Thank yon very much for yonr help
O Robert Goodman, 2005
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Appendix 19: Rosenberg Self-Esteem Scale
Rosenberg Scale -  Child and Young person
Instructions
Below  is a list o f  statements dealing with your general feelings about yourself. I f  you  
str ongly agree, tick SA. I f  you agree with the statement, tick A. I f you disagree, tick D I f  
you strongly disagree, tick SD.
M l
1 On the whole I am satisfied with m yself □  D D D
2 At times I think I am no good at all D D D D
3 I feel that I have a number o f good qualities D D D D
4 I am able to do things as well as most other- people □  □  D D
5 I feel I do not have much to be proud o f  D D D D
6 I certainly feel useless at tirrres D D 01 CD
_ I feel tlrat Tm a person o f  worth, at least on an equal plane r-| r—i n  n
with others LJ L_l LJ l_l
8 I wish I could have more respect for myself O  O  01  01
9 All in all I am inclined to feel I am a failure O  O  01  01
10 I take a positive attimde towards myself O  O  01 01
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Appendix 20; Over 16 Invitation Letter
,  UNIVERSITY OF fNSM
'i3 SLIRR.EV NHS Foundation Trust
Ms Marv Jolm
Dear Yoimg Person,
Title of project: Y oung p eop le’s experience o f  depression and anxiety
I would like to invite you to take part in a research oroiect beina carried out within Child and 
Adolescent Mental Health Services (CAMHS) in in
collaboration with tlie University o f Siurey. Tire research aims to describe the ways in which the 
emotional problems experienced by young people, such as feeling sadness or worry, are thought about 
by tlie yoimg people themselves, by their parents or carers and by the mental health professionals who 
work with the yoimg people and their families. The goal o f the research is to create a way o f  
measuring a yoimg person’s progress and o f  assessing the effectiveness o f the services tliat the NHS 
provides for young people. We hope that tliis will be usefiil both to young people and their families 
and to the NHS in general.
I am wiiting to you because you have attended the CAMHS recently or in the past and I would like to 
invite you to participate in this study. I have enclosed fiuther details about the snidy and what 
participating would involve for you. If you might like to take part, please read tluougli the information 
and do not hesitate to contact myself or tlie research team if  you have any questions about tlie study. 
You may also want to discuss whether you would like to participate with yoiu family or CAMHS 
worker.
Please find the following fiuther information about the study and a free-post, addressed envelope for 
the retiuu o f the questionnaires, enclosed:
For young people:
• An Information Sheet about the research.
After reading tliis information if  you would like to take part, please complete the enclosed 
questiormaires and return them in the fiee-post. addressed envelope.
Tliank you for taking the time to read this information. Once again, please do not hesitate to contact us 
if  you have any questions about the study you would like answered before you decide whether to 
participate.
Yours Sincerely.
Ms Mary Johu
Consultant Clinical Psychologist
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If you would like help to read this letter and the accompanying 
information, or you have any questions about the study, please 
contact:
Ms Mary Jolm (Chief Investigator)
Department o f Psychology
University o f Surrey
Guildford
SURREY
GU2 7XH
Tel: 01483 689441 
Email: m.iolm@suiTev.ac.uk:
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Appendix 21; Over 16 Information Sheet
10 bUKKhY NH5Fra,„d«t»nTn,5t
Information Sheet for Young People
Title of project: Young people’s experience of depression and anxiety
My name is Mary Joliu. I am a Clinical Psychologist who works with voiuig people who
experience emotional problems. I and my colleagues,
are conducting a research project and we would like to ask tor your help.
We are asking you if  you would like to take part in a research project about how young 
people experience woiry or sadness.
Before you decide if  you would like to join in, it is important to understand why we are 
doing this research and what it wiU involve for you. So please think about infomiation in 
tliis leaflet carefully. You should also talk about it with someone if you would like to. 
Tliis could be your family, friends or CAMHS worker. You may also contact us to ask us 
if you have any questions about the study.
If you need help reading this information please contact us on the phone 
number at the end of this information.
WTiy is this research being done?
We would like to know more about what it is like for young people to experience 
emotional problems, such as feeling down or having worries so that we can help to 
improve organisations like CAMHS.
Why have I been insited to take part in this research?
We are inviting young people who have seen someone from Specialist Child and 
Adolescent Mental Health Semces (CAMHS) because they feel down or they are 
worried to take part in this study.
Do I have to take part?
No, it is up to you. If  you are under 16 years old, your parent or carer will also be asked 
to help you make this decision and to sign a forai to say that they agree you can take part. 
You are free to change yom mind and to stop taking part at avy tivie without giving a 
reason. If  you decide not to take part or to stop taking part later on. this will not affect 
tlie way that CAMHS will tieat you. This project is separate from the meetings you have 
there.
Wliat '«111 happen to me if I decide to take part?
To take part in tliis study, you will need to complete the questionnaires enclosed with this 
letter. Tlie questioimaires ask a range o f questions about yom experience of feeling 
worried or sad, the effect this has liad on yom life, and how things have changed for you 
over time
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You will continue to see your CANIHS woiicer tliroughout the study period and you may 
talk to them about filling in these questionnaires but we will not show your 
questionnaires to anyone who is not in the research team.
Tliis infonnation will be kept securely at the University of Suirey and will be kept for ten 
years after the end of the study. WTien we wiite about the study it will not be possible for 
anyone to know that you were one o f the people who took part. We will not use yom 
name or any other details about you that would make it possible for someone to work out 
who you are.
If you decide to take pail, please fill in the questioimaires enclosed. We have provided a 
free-post envelope for you to send this back to us.
Is there anything else to be worried about if I take part?
It is possible that you miglit get upset filling in the questiomiaires. It miglit be a good idea 
to fill it in when you know there is someone aroimd who you can talk to if you feel you 
need to afterwards.
What are the possible benefits of taking part?
You may not get any benefit dhectly from taking part in the study but the information we 
get will hopefiilly help to make services more useful for yoimg people who experience 
feelings of wony or sadness in the fiitme. Some yoimg people find it useful to think 
about their experiences o f being sad or worried.
What if there is a problem or something goes w rong?
If you feel you have not been treated fairly by us. you should speak with yoiu parents or 
carol’s and they will be able to contact us, the University or the NHS Trust so that you can 
talk about yom concerns.
Will anyone know that I am taking par t in this study?
We will keep your infonnation m confidence. This means that we will only tell those 
who liave a need or right to know, such as yom CAMHS worker and yom GP. These 
people will not be told about the tilings you have written on your questiomianes but if  
you did write something that meant you, or someone else, was at risk, we would need to 
share this infonnation but we would tell you first.
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Wliat will happen to the results of the research study?
W e hope that this research will be published in scientific jo iunals and presented at 
conferences. Y ou will not be identified in any publication or presentation. Please let 
us know  i f  you would like a copy o f  the project report when the study is finished.
Who has reviewed the study?
Before any research goes ahead it has to be checked by a Research Ethics Committee. 
They make sure the research is fair. Tliis project has been checked and given a 
favourable opinion by the Research Ethics Committee.
Thank you for reading this information. 
Please contact us if you have any questions. 
If you would like to take part, please complete the 
questionnaires that came with this information. Return to 
the research team in the free-post envelope provided.
Contact details
M ary Jolm (C hief hivestigator and Consultant Clinical Psychologist),
Department o f  Psychology
School o f  Human Sciences
University o f  Surrey
Guildford
Siurey
GU2 7XH
Telephone no: 01483 689441 
m. i olm@surre V. ac  .uk:
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Appendix 22: Distribution of Responses to the Request-YP
Not at all A little A lot Completely
I I enjoy being with my friends 1(2.1) 6(12.8) 21 19 (40.4)
2 Talking about my problems makes me feel better 4(8.5) 27 9 7(14.9)
3 My problems will always ruin my life* 12 (25.5) 23 6 6(12.8)
4 I do not see my friends because of how I feel* 12(25.5) 21 8(17) 6(12.8)
5 Knowing that there are other people my age with similar 16 (34) 18 8(17) 5 (10.6)
6 I am too frightened to do anything* 24 (51.1) 19 4(8.5) 0
7 I can see how my life could be better 6 (12.8) 15 16 10(21.3)
8 I do not feel alone any more 12 (25.5) 14 8(17) 13 (27.7)
9 I have a better understanding of my problems 5 (10.6) 12 21 9(19.1)
10 I have no life* 28 (59.6) 13 4(8.5) 2(4.3)
11 My problems are not affecting me as badly as before 10(21.3) 15 13 9(19.1)
12 I have abilities and talents 3(6.4) 15 18 11(23.4)
13 I find ways to be with my friends 3(6.4) 14 19 11(23.4)
14 I feel quite alone because nobody understands me* 12 (25.5) 15 12 8 (17.0)
15 I cope with my problems much better than before 7 (14.9) 11 16 13 (27.7)
16 I do not know who I am any more* 26 (55.3) 10 4(8.5) 7 (14.9)
17 1 wish 1 could be like other people my age* 8(17) 12 5 22 (46.8)
18 I am hopeful about my future 6(12.8) 12 19 10(21.3)
19 I look for people to talk to about my problems 19 (40.4) 21 3 (6.4) 4(8.5)
20 I believe in myself 12 (25.5) 15 17 3(6.4)
2 1 1 am not different to other people my age 17(36.2) 19 10 1(2.1)
22 I understand my problems 4(8.5) 10 22 11(23.4)
23 1 have no confidence in myself* 12 (25.5) 18 14 3 (6.4)
24 I do not understand my problems at all* 31(66) 10 4(8.5) 2 (4.3)
25 I have learnt ways to manage my problems 4 (8.5) 14 20 9(19.1)
26 I like who I am 11(23.4) 16 (34) 8(17) 12 (25.5)
27 People around me understand and can help me 9(19.1) 16(34) 17 5 (10.6)
28 I try my hardest and, if it fails, 1 try again 4(8.5) 24 13 6 (12.8)
29 I try not to share my problems with anybody* 13 (27.7) 17 10 7(14.9)
30 I can enjoy my life despite having my problems 5 (10.6) 16 (34) 14 12 (25.5)
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Appendix 23; Parents’ Occupations
Occupational category n Percentage
Business and Public Service Associate Professionals 1 2.1
Elementary Administration and Service Occupations 1 2.1
Elementary Security Occupations 1 2.1
Leisure, Travel and Related Personal Service Occupations 1 2.1
Nursing and Midwifery Professionals 1 2.1
Health and Social Care Associate Professionals 2 4.2
Health Professionals 2 4.2
Other Managers and Proprieters 2 4.2
Sales and Customer Service Occupations 2 4.2
Artistic, Literary and Media Occupations 3 6.3
Housewife 3 6.3
Unemployed 3 6.3
Secretarial and Related Occupations 4 8.3
Teaching and Education Professionals 4 8.3
Administrative Occupations 5 10.4
Corporate Managers and Directors 5 10.4
Caring Personal Services Occupations 8 16.7
(Total n=48)
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Appendix 24; Distribution of Responses to the Request-P
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Appendix 25; Distribution of Responses to the Request-PYP
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Appendix 26; Normal Distribution of Responses to All Measures
Kolmogorov-Smirnov
Statistic df Significance
Request-YP 
total score
.132 39 .085
SDQ total score .098 39 .2
RSE total score .106 39 .2
Request-P total 
score
.084 39 .2
Request-PYP 
total score
.096 39 .2
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Research Log
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology 
and
literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including 
issues of
diversity, and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
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22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or 
edited book i
X
30 Applying research findings to clinical practice X
283
